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Critically discuss the role of a clinical psychologist in Community Mental Health 
Teams, with reference to some advantages and limitations of the psychologist's role. 
To what extent do psychological theories about group and team functioning help us to 
understand the issues? 
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Introduction 
The essay aims to discuss the role of the clinical psychologist within the Community Mental 
Health Team (CMHT) in light of recent changes to government policy. The essay explores 
how these changes have affected the psychologist, the advantages and limitations, and how 
psychological theories about team functioning, drawing on the work of Ovretveit (1997), and 
groups, particularly Klein's concepts of defence mechanisms, contribute to a further 
understanding of the issues, namely resistance, role confusion and professional rivalry. 
A brief history of Community Mental Health Teams 
Over recent years, government legislation has changed the way in which people with severe 
mental health problems are cared for in the UK. Earlier Mental Health Acts were primarily 
concerned with detaining people with serious mental illness in large psychiatric hospitals 
(Eastman, 1997). However, it was not long before flaws in this approach were recognised, the 
old style psychiatric hospitals were frequently viewed as the "dumping ground for mental and 
social problems" (Moss, 1994, p. 167). An increasing awareness of the role the social 
environment plays in contributing to the development and maintenance of mental illness 
(Moss, 1994; Galvin & McCarthy, 1994), along with the demise of the medical model of care 
(drugs cannot cure all) and the advancement of psychological approaches, lead to a 
recognition that a more holistic approach to care was needed (Loxley, 1997). People with 
severe mental health problems are likely to have a variety of needs (Corney, 1995). These 
may include needs for appropriate housing, employment, social facilities, finance and benefits 
etc. The large psychiatric hospitals were unable to meet these diverse needs and were 
replaced with services based in the community - day hospitals, psychiatric and psychology 
services attached to district general hospitals, mental health centres and voluntary and local 
authority services (Eastman, 1997). Setting up services that could enable people with serious 
mental illness to remain in the community proved a complex business. In order to provide 
these services, a number of professionals from a variety of agencies (health, social services, 
housing etc) needed to collaborate to ensure that the range of needs were being met. This 
ambitious task left many service providers failing to co-ordinate their care effectively and 
many service users slipped through the net in the process (Corney, 1995). Highly publicised 
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cases of psychiatric patients involved in homicides, suicides and other serious incidents have 
resulted in increased public anxiety and professional concern (Eastman, 1997). Recent 
government policies have attempted to address this concern and have emphasised the need 
for "team work" and "inter-agency working" in meeting the needs of people with serious mental 
illness (Department of Health (DoH), 1995, Building Bridges). CMHTs are seen as the best 
structure for facilitating inter-professional working and providing a co-ordinated service 
facilitated by the use of the "Care Programme Approach" (DoH, 1995). Galvin and McCarthy 
(1994) state: "The Multi-Disciplinary Community Team (MDCT) has become the gold standard 
for service delivery in the mental health field" (p. 157). As a result, Community Mental Health 
Centres have greatly increased in number over the last 10 years (Corney, 1995). However, 
Galvin and McCarthy (1994), and many others (Moss, 1994; Paxton, 1995; Onyett & Ford 
1996; Minstral & Velleman, 1997; Norman & Peck, 1999) are currently debating whether 
CMHTs are indeed, the best way of providing services for people with serious mental illness. 
The role of the Clinical Psychologist in Community Mental Health Teams. 
The clinical psychologist working in a CMHT is a member of multi-disciplinary service. Other 
team members are typically drawn from professional disciplines such as social work, 
psychiatry, occupational therapy and community psychiatric nursing. Ideally, members of each 
discipline contribute to the service by bringing unique and specific skills, as well as generic 
skills. They share their expertise to provide a comprehensive package of care for the service 
user. The clinical psychologist's role can vary widely across different Trusts and teams (Peck 
& Norman, 1999) as there are many ways in which psychologists can contribute to the 
service. For example, by providing psychological assessment for service users based on a 
number of theoretical approaches, including neurological assessments. 
The clinical 
psychologist can also provide a range of therapeutic interventions - short term, evidence 
based therapies such as cognitive behavioural therapy, dynamic psychotherapy and systemic; 
and also work with longer term, more complex referrals, again drawing on a range of 
techniques and formulations linked to theory and evidence based practise. The psychologist 
can also take on a role in research and evaluation, and can contribute to service 
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development. The psychologist can also offer consultation, management and supervision 
(Peck & Norman, 1999). 
The advantages for psychologists in CMHTs 
The advantages for the psychologist working in CMHTs can be similar to those shared with 
many other professionals. Moss (1994) identified a number of factors which highlighted the 
advantages professionals gained by working together in CMHTs. For example, there is an 
opportunity to pool knowledge and expertise when dealing with complex cases, enabling a 
greater understanding of the clients' needs and therefore a greater ability to meet them. Also, 
with team members working in the same mental health centre, there is a greater opportunity 
for communication between professionals, and therefore an opportunity to improve 
collaboration and co-operation. Moss (1994) also recognised that the work professionals 
undertake when working with people with serious mental illness can be stressful and 
demanding. Having the support of team members "provides a safer position from which to 
field the anxieties and stresses" (p. 168). Moss (1994) also believed that teamwork increased 
opportunities for "creativity" when devising care plans to meet the needs of those service 
users with more complex mental health problems. 
Peck and Norman's (1999) recent paper explored different professionals' perceptions of their 
role within the CMHT and also other professionals' reactions to this perception. They obtained 
the views of seven clinical psychologists across three localities within London. Psychologists 
in this study viewed their role positively, and spoke of their commitment to working in multi- 
disciplinary teams within the CMHT. One advantage the psychologists identified was that as a 
scarce and valuable resource, they enjoyed a high degree of autonomy in "creating their own 
highly individualised roles within CMHTs" (p. 241). They also identified specific areas of work 
("spaces") where they could develop their own role. Whilst other professionals (psychiatrists) 
saw the contribution of the psychologist within the team as "enormously helpful" (p. 241), 
others were more critical. Particularly nurses and social workers who expressed an opinion 
that the psychologists were far more committed to the development of their own professional 
interests than the development of multi-disciplinary teamwork. 
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Cushion's (1997) study supports the view that psychologists are valued team members in 
CMHTs. Professionals from different disciplines across five CMHTs saw psychologists as 
"highly skilled professionals" that were able to offer "clear problem solving approaches " and 
were valued for these "analytical skills" (p. 29). Psychologists appear to belong to an 
esteemed profession with regards to the views of their fellow multi-disciplinary team members. 
This view is also reflected in the MAS report (1989) where government policy outlines the 
need for more psychology input into many services. For a relatively young profession, 
psychologists have worked hard to establish their reputation as scientist-practitioners and 
valued members of the mental health professions. Of the various professionals employed 
within the NHS, clinical psychologists are second highest paid (Frankish, 1999) and a degree 
of prestige and power accompanies their role (Norman & Peck, 1999). This should surely 
place them in advantageous position within the CMHT. However, there is much in the 
literature to suggest that this is not always the case and that there are many limitations placed 
upon the psychologist working in multi-disciplinary mental health teams. 
The limitations for psychologists working in CMHTs 
Many of the limitations psychologists face when working in CMHTs are again shared with 
other professional disciplines. The current political climate, government policies and 
legislation have led to an increase in pressures placed upon team members. Pressure can 
result from government targets to reduce waiting lists, to be more efficient, cost effective, and 
more accountable with a never-ending supply of referrals waiting to be seen (Davies, Finlay & 
Bullman, 2000). This is further compounded by a lack of resources and under funding (Loxley, 
1997). 
Anciano and Kirkpatric's (1990) study gained the views of psychologists working in CMHTs 
within one UK district. They discussed how the above pressures could limit the role of the 
psychologist within this setting. The pressure to reduce waiting lists often meant that referrals 
to CMHTs in their district were dealt with in an "arbitrary" fashion, depending on who had time 
and space, rather than matching the referral to the specific skills and expertise of the various 
professionals employed. This left many psychologists feeling that the work they were 
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undertaking was inappropriate to their professional role. Anciano and Kirkpatric (1990) 
discussed how the need to do assessments quickly in order to keep waiting lists to a 
minimum, resulted in various professionals from different disciplines carrying out the 
assessment procedure. Their dialogue with psychologists raised questions as to whether 
other professional disciplines had the specialist skills necessary to carry out the assessments 
process, skills which are intrinsically a part of the specialist training of clinical psychology. 
Anciano and Kirkpatric (1990) discussed how the roles of each professional discipline were 
poorly defined with most adopting the stance of a "generic mental health worker" (p. 10), 
everybody doing a little of everything without making particular use of their specialist skills. 
This lead to further confusion and a blurring of roles. Other limiting factors such as the loss of 
their own office to see clients, loss of time for departmental meetings, supervision and case 
presentation, served to further increase the psychologists' feelings of loss with regards to 
professional identity and increased their feelings of professionals isolation. Anciano and 
Kirkpatric (1990) also noted that there "existed a degree (albeit subtle) of competitiveness 
between the various professions" and that some psychologists expressed a "reluctance to 
`give away' their skills in case it left them without specialist recognition" (p. 10). These factors 
all served to limit the effectiveness of the psychologists' role within the multi-disciplinary 
CMHT. 
Searle (1991) discusses further pressures that can place limitations on the psychologist's role 
within the CMHT. The results from his research showed that psychologists were effectively 
excluded from intervening with clients with particular mental health problems (schizophrenia, 
managed medically by psychiatric nurses), and would see mainly those clients with anxiety 
and behavioural problems. Psychologist received their allocated referrals via the team and 
this was usually when others felt the mental health problems were beyond their expertise or 
further clarification was needed. Searle (1991) also questioned the competence of other 
professional disciplines that accepted referrals from clients with particular mental health 
problems whom he believed had not been adequately trained to intervene. Far from 
psychologists gaining in autonomy, Searle (1991) felt their autonomy was greatly reduced. 
Psychologists were no longer free to develop "innovative" treatment interventions but had to 
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focus their time and energy on what the CMHT considered to be important, namely, keeping 
"on top of the flood of referrals". Searle (1991) saw this as a "waste" of and an "inappropriate" 
use of psychologist's skills (p 16 - 17). 
Throughout the next decade the same issues continue to be at the centre of debate for the 
role of psychologists within multi-disciplinary CMHTs. Galvin and McCarthy (1994) are two 
psychologists very much opposed to the claim that multi-disciplinary CMHTs are the most 
effective way of providing services for people with severe mental illness. They support the 
view of Anciano and Kirkpatric (1990) and Searle (1991) that most referrals are allocated to 
one professional on the basis of who is available, rather than carrying out multi-disciplinary 
assessments or matching the client's needs with the professional who has the most 
appropriate skills / training. They also note that even after assessment, clients were rarely 
referred on to other professionals within the team but remained with the professional who had 
carried out the assessment, regardless of whether this was in the client's best interest. 
Galvin and McCarthy (1994) discuss how this and other factors contribute to the issue of role 
blurring. The assumption that all members of the CMHT have the same "diverse range of 
`core' skills" necessary to carry out mental health assessments, can result in the "deskilling" of 
some specialist mental health professions. As discussed earlier, a large component of clinical 
psychology training focuses on the acquisition of unique, diverse and specialist skills involved 
in carrying out a thorough and effective mental health assessment (according to a number of 
theoretical, evidence based principals). Galvin and McCarthy (1994) also suggest that 
specialist skills are not being fully utilised and that assessments are 'dumbed down' so that all 
disciplines are capable of carrying them out. They point out that the sharing of these and other 
specialist skills between the disciplines (stated earlier as a major advantage for professionals 
working in CMHTs) can also contributes to the blurring of roles and ultimately negatively 
impacts on client's care. They note that specialist professions go through many years of 
training in order to acquire their specialist skills. These cannot be easily disseminated to other 
professionals, in, for example; an afternoon's workshop. The skills are "diluted" and then 
passed down, resulting in less effective treatment for clients. Galvin and McCarthy (1994) 
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believe the contentious issues of "role blurring, role ambiguity and role conflict" (p. 164) leave 
individual members of CMHTs feeling stressed, deskilled, confused and demoralised. This is 
likely to place further limitations on the psychologist's role within the CMHT. 
Paxton (1995) discusses other factors that prevent psychologists from functioning effectively 
in CMHTs. He brings our attention to the many and "diverse expectations" held by multi- 
disciplinary team members and how difficult it is for team members to work cohesively when 
governed by their own professional agendas. Psychologists are socialised into their own 
particular culture and philosophy of mental health care, which may vary greatly from that of 
the social work profession, for example. To unite each member of the multi-disciplinary team 
towards a common goal of meeting the needs of service users can be a difficult process when 
considering the very different starting points each discipline is emerging from. This point has 
been picked up more recently, by McCourt (2002) who recognises not only the fact that 
different disciplines have different histories, values, identities, philosophies etc. but that 
different professional disciplines have accrued differing amounts of power. The power 
attributed to a particular team member will affect the way in which that particular team 
member will function within the multi-disciplinary CMHT and how others function in relation to 
them. Their actions may be governed not only be their desire to meet service users needs and 
to do this within their own discipline's framework, but to do this whilst maintaining or gaining 
their disciplines status / power within the CMHT. 
Psychological theories of team functioning. 
Theories of team functioning can contribute to our understanding of the issues from an 
organisational viewpoint. Q vretveit (1997) believes many of the limitations psychologists and 
other professional disciplines face when working in multi-disciplinary CMHTs are preventable. 
He believes the issues arise when there are problems in the planning, management and 
structure of a team. 
Ovretveit (1997), along with many other researchers in the field (Galvin & McCarthy, 1994; 
Paxton, 1995; Peck & Norman, 1999), have noted that just by placing a group of professionals 
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in the same building and calling them a multi-disciplinary team does not necessarily mean 
they will function as a "team". Ovretveit (1997) distinguishes between different types of team, 
at the one end of the continuum there are teams whose members are held together loosely, 
and whereby membership can change and is voluntary (a "network") and at the other end of 
the continuum is a team whereby members are closely "integrated". f vretveit (1997) termed 
fully integrated teams "collective responsibility teams (CRTs)". Members of CRTs act 
collectively and share responsibility for allocating their resources to achieve their objectives. 
Members have clarity and agreement about their aims and objectives. They have clear 
policies and procedures that govern the behaviour and membership of the team. There is a 
clearly defined team leader and each member of a CRT has a clearly defined role. Decisions 
as to who does what, where and when are made by the team and not by the individual. 
Ovretveit (1997) believes if teams are planned and structured in this way, then many of the 
issues discussed above could be addressed. 
For example, Anciano and Kilpatrick's (1990); Searle (1991) and Galvin and McCarthy (1994) 
see "role blurring" as a major issue affecting psychologists who work in CMHTs. Ovretveit 
(1997) in his research and consultation with problematic teams has attempted to address. this 
issue. Ovretveit (1997) emphasises the need for team membership to be planned around the 
needs of the client population. The skills of each multi-disciplinary team member should be 
matched according to the needs of the client being referred. An audit of service users with 
differing mental health problems referred to the CMHT would enable planning to recruit 
professional disciplines with the right skill mix in the right quantities. This would enable 
clarification of who was employed to meet which needs of particular service users. However, 
Ovretveit (1997) acknowledges there will always be some degree of role blurring as the 
professional roles cannot match exactly the differing needs of clients, there will always be 
some overlap. This should not prove problematic if members of multi-disciplinary CMHTs 
allow for more flexibility in there roles. In order to achieve this flexibility, Ovretveit (1997) 
believes that members of multi-disciplinary teams need to overcome "entrenched traditional 
professional attitudes and protectionism" (Chp. 1., p. 46). 
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Searle (1991) and Galvin and McCarthy (1994) discussed the need for protectionism when 
psychologists' professional autonomy and the keeping and recognition of specialist skills 
appeared under threat. Ovretveit (1997) has also found this to be an issue in his research with 
teams. In one particular CMHT, Ovretveit (1997) described how psychologists push to 
emphasise their expertise and specialist knowledge, was experienced by psychiatric 
community nurses as a devaluation of their particular skills. This resulted in an increase in 
friction and competitiveness. Ovretveit (1997) also acknowledged how difficult it was for 
particular professions, namely psychologists, to give up their hard won professional autonomy 
and submit to the needs of the team. He found psychologists particularly reluctant to move 
towards the philosophy of "collective responsibility" and take on referrals that the team felt 
were a priority but did not necessarily fit with their own professional interests. Ovretveit (1997) 
emphasised the role of the management in ensuring that members of the multi-disciplinary 
team are working together to meet client needs, rather than meeting their own professional 
interests. Poor management can allow the power of particular professions to dictate the work 
of the team according to their own professional interests rather than see clients that are 
considered a team priority. Ovretveit (1997) felt that this would be less of an issue if teams 
had the right skill mix and members were employed with clearly defined roles as previously 
discussed. When teams lack the right skill mix, they cannot meet the needs of their client 
population. Certain clients will take priority with particular disciplines and others will be pushed 
onto less powerful disciplines or not seen at all. 
Paxton (1995) discussed the issue of "difference" between the disciplines as a factor that 
limits the psychologist's role and prevents inter-professional working in CMHTs. f vretveit 
(1997) recognises that the bringing together of different disciplines with their differing 
philosophies, values, theoretical underpinnings, management, pay etc, can make working 
together very difficult, but not impossible. Ovretveit (1997) believes the difference in power, 
pay and prestige allocated to the different disciplines should be made explicit and openly 
acknowledged. Often this is not the case for fear that open acknowledgement would "release 
destructive feelings of jealous and envy" (Chp. 1., p. 18) and undermine already fragile inter- 
professional relationships. However, Ovretveit (1997) suggests that by not acknowledging this 
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difference, team members are devaluing "the skills and many years of experience of particular 
team members" (Chp. 1, p. 18). This can also hinder the matching of more complex client 
needs, with the more experienced professionals, and help to prevent some team members 
from working beyond their competencies. Ovretveit (1997) believes the difference in culture, 
values and philosophies between the different disciplines should be respected. However, this 
should not prevent or exclude the team from developing their own philosophy. Ovretveit 
(1997) believes that meeting the needs of the service-user should be at the heart of this 
philosophy, and by involving the service user in the planning and development of the service, 
a shared understanding of the objectives and aims of the service should develop. Ovretveit 
(1997) supports the use of the Care Programme approach in facilitating mutual 
understanding, co-operation and respect. 
Ovretveit's (1997) research brings to the-forefront many more issues that affect the 
psychologists' role within the CMHT and he suggests many strategies that would help to 
address these issues. However, a detailed discussion is beyond the scope of this essay. Even 
with Ovretveit's (1997) considerable influence, the issues above continue to remain steadfast 
and have not been easily resolved in day to day practise. Psychologists have been criticised 
for their continued reluctance / ambivalence to integrate fully into CMHTs and their lack of 
positive contributions to the issues above (Onyett, 1996; Onyett & Ford; 1996 and Onyett, 
1999). As a way of further understanding the psychologists' role within the CMHT and the 
issues above, psychodynamic theories of group functioning, particularly the use of Klein's 
psychological defences mechanisms in the face of anxiety will be discussed. 
Psychodynamic theories of group functioning. 
To understand the psychologists' resistance to fully integrate into CMHTs, and the issues of 
role blurring and professional rivalry, an understanding of psychological defence mechanisms 
is useful (Finlay, 2000). Klein described the concepts of defence mechanisms such as 
"projection" and "splitting" in the 1920s. According to de Board (1978), Klein developed these 
concepts through her psychoanalytic work with children. "Splitting" was seen as a primitive 
defence mechanism used by infants from the start of life as a way of coping with internal 
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emotional conflicts. For example, she described how infants often felt conflicting emotions 
towards their mother. Feelings of immense love for the mother they perceived as meeting 
their needs, by providing warmth, food etc., and feelings of hatred, when the mother failed to 
meet these needs in the immediate instance. Klein described how the child coped with these 
two conflicting emotions by relating to the mother as if she were two objects, the "good breast" 
and the "bad breast". Klein described how this splitting process is achieved by projecting the 
"bad breast" outwards; so all the bad feelings attached to it are kept outside of the self, and 
introject the "good breast". Klein called this the "paranoid-schizoid position" whereby painful, 
bad feelings are "denied" and projected on to objects outside of the self, and good feelings are 
"idealised" and introjected. With nurturing, the child gradually learns to integrate all the 
different parts, accepting the bad feelings as his/her own. Klein called this stage "the 
depressive position". Klein used these concepts to understand adult behaviours. She believed 
that when adults are placed in highly stressful situations, they revert back to the "paranoid- 
schizoid position" and use mechanisms such as splitting and projection to defend against their 
anxiety. 
Prior to the development of CMHTs, psychologists were grouped together in departments. 
Within these departments, members had more opportunity to develop their interests, different 
psychologists specialising in different areas of mental health but with their numbers, 
addressing the range of mental health problems that were referred their way. Now, however, 
they are often a lone voice representing their profession within the multidisciplinary team. 
Psychologists were in a more advantageous position working together in departments than in 
isolation in CMHTs (Frankish, 1999). Their freedom to work with clients of particular interest 
has now been curtailed. Referrals come via the team, and the psychologist must now bow 
down and submit to the demands of the CMHT. Perhaps' psychologists, more than any other 
profession, have experienced a greater loss of autonomy and power. With this loss, they are 
also subject to the same pressures as other professionals in sticking to the political agenda 
and meeting their targets. Perhaps this loss of autonomy and power is at the heart of the 
psychologists' resistance to integrate fully into the CMHT. The pain of this loss may be felt all 
the more acutely when considering the hard battle psychologists fought to establish their 
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position in the first place. However, f vretveit (1997) would argue that this loss of power is 
necessary if the needs of service users are to be met effectively. When considering the issues 
above against the backdrop of professional insecurity and heightened anxiety, it is likely 
defence mechanisms are in use (Obholzer & Roberts, 1994; Loxley, 1997, Foster & Roberts, 
1998; and Heginbotham, 1999). 
Heginbothan (1999) uses psychodynamic concepts in his understanding of how mental health 
teams function. He believes that often the real problems or issues that face a team are 
"hidden" or "unconscious" and that "in mental health a number of serious and worrying splits" 
develop which can "lead to unhelpful or possibly damaging projections (e. g. the 'demonising' 
of one organisation, or individual, or profession by another)" (p. 254). In the earlier discussion 
focusing on the limitations of the psychologists' role in CMHTs, there is an acknowledgement 
by the authors that psychologist are under threat of losing their specialist skills and status 
(Anciano & Kilpatric, 1990; Searle, 1991 and Galvin & McCarthy, 1994). However, the debate 
does not address what this loss of power would mean to the psychology profession and it's 
individual members. This is perhaps too painful an issue to discuss and has been pushed out 
of awareness. Instead, debate has centred on the need for psychologists to retain their 
specialist status and skills and has resulted in the criticism of other professional disciplines in 
the process. Are there other defence mechanisms at play here? 
Psychologists are in conflict - on the one hand, they want to meet the service users needs in 
the most effective way, and on the other hand, they want to retain their autonomy and status. 
Psychology is a helping profession and it is perhaps difficult for it's members to recognise 
feelings of selfishness, greed, power and jealousy. According to Halton, cited in Obhozler and 
Roberts (1994) "The Unconscious at Work", these feelings will be more easily dealt with if 
they can be projected onto other groups / professional disciplines. With the projection of these 
bad feelings outside, psychologists can then introject the positive things about their 
profession, producing "a state of illusory goodness and self idealisation" (Chp. 1, p. 14). 
Evidence of splitting into good and bad can perhaps be construed from the studies by Anciano 
& Kilpatric (1990); Searle (1991) and Galvin and McCarthy. Here the psychologists delivering 
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psychological therapies to the service user are seen as "expert" with "specialist" and 
"innovative" skills, other professional disciplines are seen as "inexperienced", and have not 
been "formally trained", incapable of providing psychological treatments to the same high 
standards. McCourt (2002) emphasised the danger in psychologists thinking they are "better" 
than other professionals and pointed out that "despite out protestations, many who are not 
trained psychologists are extremely effective at delivering high-quality psychological 
interventions" (p. 18). 
There is recognition that psychologists, as a scarce resource, should take on a more 
consultative role within CMHTs, disseminating their knowledge and skills (Mistral & Velleman, 
1997). The resistance to this, as stated by Galvin and McCarthy (1994), might be considered 
further evidence to suggest that some psychologists are firmly ensconced in the "paranoid- 
schizoid position". There is no room for blurring; psychologists must keep their specialist skills 
to themselves, having a clearly defined role, which is distinct and separate from other 
disciplines. The good must be introjected and the bad split off and projected elsewhere. 
Paxton's (1995) expressed concern that the "difference" between the disciplines in terms of 
expectations, cultures, philosophies etc. are insurmountable in developing inter-professional 
collaboration, is perhaps also influenced by the paranoid-schizoid position. How difficult it 
must be to integrate other disciplines philosophies into the psychologists own, if they have 
been split off into the "bad other". Psychologists may be introjecting all that is good about their 
own culture, philosophies, beliefs, making it impossible to move into a position of a shared 
philosophy, identifying only with their own professional discipline. 
Obholzer and Roberts, 1994; Loxley, 1997; Foster and Roberts, 1998; and Heginbotham, 
1999 have made use of many other psychodynamic concepts in their understanding of groups 
and organisations, again a detailed discussion is beyond the confines of this essay. Using 
only Kleinian theories of defence mechanisms can give only partial insight into an 
understanding the complexities of the issues above. 
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Conclusion 
Ovretveit's (1997) comprehensive and detailed work on team functioning has vastly 
contributed to the understanding of the issues affecting the psychologists' role within the 
CMHT. However, Ovretveit's (1997) understanding of the issues needs to be placed in the 
context of today's political climate and ensuing anxieties. In order to apply f vretveit's (1997) 
theoretical understanding, attention must be given to providing a safe and contained space in 
which psychologists and other disciplines can discuss openly the issues and bring into 
awareness their fears and anxieties so that each can be addressed. With nurturing and 
understanding from above (the government), which will need to include adequate funding of 
resources, the psychologist can move more easily from a "paranoid-schizoid position" to a 
"depressive position". Integrating both the advantages and limitations of working in the CMHT. 
Tackling the fear and anxiety at the root of the issues above, will allow psychologists to be 
more flexible in their approach to team functioning and embrace more easily a shared 
philosophy. 
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Introduction 
A Brief History 
The question of whether parents with learning disability can be assessed and taught parenting 
skills has a history of long debate. Early this century, the strong opinion of many in the field, 
opposed the idea of people with learning disabilities becoming parents at all (Dowdney & Skuse, 
1993): As a result, many people with learning disabilities were compelled to reside in large 
institutions, where strict segregation of the sexes and compulsory sterilization were frequently 
enforced (Murphy & Feldman, 2002). 
Many researchers cite the advent of "normalisation" (propagated by Wolfensberger, 1972) and the 
1970s Human Rights movement, as the instigators for bringing the afore mentioned assumptions 
into question (Andron & Tymchuk, 1987; Murphy and Feldman, 2002). With the recognition of 
rights for learning disabled people, deinstitutionalisation and a move towards community care 
followed (Llewellyn, 1994). The rights to marry and have a family, now form a central tenet of 
Government policy for the learning disabled population (Valuing People, Department of Health, 
(DoH), 2001). A realisation of these rights has lead to an increasing number of people with 
learning disabilities becoming parents (Kroese, Hussein, Clifford & Ahmed, 2002). 
As a result, the debate has moved on from whether people with learning disabilities should or 
should not parent, to debating how effective and adequate that parenting is. Acknowledging the 
parental rights of people with learning disabilities, has raised a concern that the understanding, 
knowledge and skill required for parenting is beyond the ability of someone who presents with a 
low IQ (Sellars, 2002). Evidencing this concern has been at the forefront of the research agenda 
for the last three decades. 
Research Informing Practise 
Early research studies lay the foundations for current thinking and practise regarding the 
development of assessment tools and teaching programmes for parents with learning disabilities. 
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Parents with a learning disability cannot provide adequate care. 
As introduced, the assumption above prevailed through the first half of the century and dictated 
much of the legislation / treatment of people with learning disabilities. Andron & Tymchuk (1987) 
reviewed early research studies with a focus on substantiating or refuting the above claim. They 
cite the work of Peck and Stevens (1965) Bowden, Spitz and Winters (1971) Crain and Miller 
(1978) and Scally (1973) as evidence of parents with learning disabilities failing to provide 
adequate care. Dowdney and Skuse (1993) reviewed Shaw and Wright's (1960) study, which also 
concluded that the majority of parents with a learning disability "provided poor quality child care". 
Sheerin (1998) reviewed studies by Mickleson (1947), Borgman (1969) and Gillberg and Geijer- 
Karlsson (1983) as also offering support for the statement above, particularly when parents tested 
for an IQ below 50 and had more than one child. 
Many criticisms have been levied at these studies. Most notably, the majority of researchers have 
criticised early studies for their lack of an operational definition for "adequate". parenting. (Andron 
& Tymchuk, 1987; Dowdney & Skuse, 1993). Booth and Booth (1994) question the criteria by 
which researchers were measuring "adequate" parenting, believing implicit middle class 
standards were used, which disregard the role of culture and ethnicity. Other problems with 
defining operational variables concern the label "learning disability" itself. This has been used 
interchangeably with other labels such as "mental retardation" and "mental handicap". What 
specifically is meant by each label has rarely been defined (Dowdney & Skuse, 1993). 
With limited empiricism for the studies above, it is difficult to draw any firm conclusions. However, 
it is clear, that only some mothers with a learning disability provided "inadequate" parenting, 
others were seen to be managing well. Therefore, many researchers concluded that IQ alone 
cannot predict adequate parenting, other factors must come into play (Whitman, Graves & 
Accardo, 1989 
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Child Outcome Studies 
The difficulties with defining "adequate" parenting, lead many researchers to look for objective 
measures for "inadequate" parenting (Tymchuk, 1992). They looked at child outcome studies and 
concentrated on the negative effects of parenting by learning disabled parents. Dowdney and 
Skuse (1993) review of earlier work, cite examples of "inadequate" parenting in terms of high 
levels of physical abuse and neglect (Gillberg & Geijer-Karlsson, 1983; Mattinson, 1973; Seagull 
& Scheurer, 1986; Shaw & Wright, 1960). Booth and Booth (1994) reviewed studies in which high 
rates of child removal were reported from parents with learning disabilities (Accardo & Whitman, 
1990; Mickelson, 1949; Scally, 1973). Child removal for perceived risk or actual abuse and/or 
neglect, was also seen as evidence of "inadequate" parenting. Tymchuk (1992) reviewed 
Feldman, Case, Towns and Betel's (1985) study which suggested that children of parents where 
one or both had a learning disability, were at a greater risk of cognitive delay. McGaw and 
Sturmey (1993) report on different findings from a study by Reed and Reed (1965). They 
concluded that the majority of children of learning disabled parents were of a higher intelligence 
than their parents. However, it was noted that parenting a child of higher intelligence could bring 
further difficulties. McGaw and Sturmey (1993) felt this factor may have contributed to "disturbed 
parent child-relations", and resultant emotional problems. They cite a number of studies which 
highlight the vulnerability of children of learning disabled parents to developing disorders relating 
to social and emotional functioning (Kohler, Brisson & Charassin, 1986; Kohler & Didier, 1974; 
Seagull and Scheure, 1986). McGaw and Sturmey (1993) also reviewed work by Feldman (1986) 
which demonstrated children of learning disabled parents were at a greater risk of delay in areas 
of language and perceptual cognitive competence. 
The authors reviewing the studies above, again cite a number of flaws. The samples of parents 
with learning disabilities recruited for the studies, were often selected from services where they 
had already been identified as experiencing problems. Little or no attention has been given to 
those parents who were not experiencing difficulties (Booth & Booth, 1994). Nevertheless, the 
studies do support the view that some of the children of learning disabled parents are at risk from 
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serious abuse/neglect, emotional problems and developmental delay. If IQ alone, is not 
considered a good predictor for assessing which children are at risk, researchers hypothesised 
that particular skill deficits could predict risk and should therefore be identified and assessed. 
Learning Disabled Parents and Skill Deficits. 
There are a number of studies cited in the research literature that provide evidence for the 
hypothesis that parents with learning disabilities lack the necessary skills required for adequate 
parenting. 
Andron and Tymchuk (1987) identified a lack of independent living skills as one factor that 
influences parenting ability. From their sample of 40 families, they noted that many of the mothers 
had spent much of their lives in institutions and were socialised to be highly dependent. They 
lacked skills in areas such as cooking, budgeting, healthcare and safety. Feldman and Case 
(1999) note a lack of these skills frequently resulted in nappy rash, malnourishment, accidents 
and infections. 
Another skill area in which parents with learning disabilities were seen to be lacking, was in 
decision making (Tymchuk, 1992; Feldman, 1994). Parenting requires making judgements / 
decisions regarding a child's safety and welfare. Tymchuk (1992) observed that many parents 
with learning disability struggled to do this and characterised their thinking style as one of "rapidity 
rather than deliberation and lacked all the traits of thoughtful decision making" (p. 170). 
Parent-child interaction is one skill area which has received the most empirical attention 
(Tymchuk, 1992). A review of observational studies by Tymchuk (1992) led him to conclude "the 
parent-child style of interaction has been characterised as being "less varied, less supportive and 
less reinforcing and more punitive and directive than middle-class mothers" (p. 170). Gath (1996) 
also found evidence that mothers with a learning disability, particularly the more able mothers, 
showed a more rigid and punitive style of disciplining their children. Feldman's (1994, p. 300) 
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review of observational studies found that learning disabled mothers failed to interact with their 
children in a "developmentally appropriate, sensitive, affectionate, and responsive manner" 
(Crittenden & Bonvillan, 1984; Feldman, Case, Rincover, Towns & Betel, 1989; Peterson, 
Robinson, & Littman, 1983). Children in families with a learning disabled parent frequently lacked 
cognitive stimulation and this may partly account for the developmental delay reported in the child 
outcome studies above (Feldman, 1994). 
Dowdney & Skuse (1993) cite a number of limitations with the studies above. Sample sizes were 
frequently small and observation times were brief. Most importantly, whilst including control 
groups from which to draw comparisons, these groups were often not matched on social class. 
More recent studies have shown the skill deficits illustrated above, are not unique to the learning 
disabled population but are shared with other vulnerable groups within society (McGaw & 
Sturmey, 1993). 
Psychological and Social Characteristics 
To answer the essay question of whether parenting skills can be assessed and taught, attention 
to the psychological and social factors which influence parenting skills needs discussion. The 
psychological and social characteristics found in parents with learning disabilities are also shared 
with other groups of parents who lack skills in child care. Again, the role of the learning disability, 
as a distinct factor in influencing acquisition of parenting skills, is difficult to determine. When 
samples of learning disabled parents have been matched on social class with non learning 
disabled parents, their parenting styles did not differ remarkably (Andron & Tymchuk, 1987). The 
deficit in skills may be as much a function of belonging to a vulnerable group within society, such 
as low social class, as it does for possessing a learning disability. 
Parents within the general population who are at risk of providing inadequate care for their 
children often have a history of receiving inadequate care themselves. The learning disabled 
population are more vulnerable to having received inadequate care, particularly those who have 
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been raised in institutions (Booth & Booth, 1994). Dowdney and Skuse (1993) found that learning 
disabled parents who had experienced severe deprivation, abuse and neglect, lacked an 
appropriate parenting model for basing their own parenting. With no model to observe, acquisition 
of the necessary parenting skills is hindered. 
The extended family network, the number of children within the family, the characteristics of the 
child, and the role of the spouse, are all factors which can influence parenting ability (Accardo & 
Whitman, 1990; Dowdney & Skuse, 1993). Whilst the extended family network can be seen as a 
support for many parents, this was rarely the case for parents with learning disabilities sampled in 
research (Tymchuk, 1987). Often parents received very little support from their extended family. 
When they were involved, this was often experienced as critical and in conflict with professional 
support / advice, again effecting acquisition of parenting skills (Dowdney & Skuse, 1993). 
The size of the family can also influence parenting ability. Accardo and Whitman (1990) 
crosstabulated the number of children within the family with the number of abusive situations (for 
example, placed in foster care, failure to thrive). The results showed a clear trend; with increased 
numbers of children, an increased number of abusive situations existed. The more children, the 
more of a strain this placed on parents coping abilities. Accardo and Whitman (1990) also found 
certain child characteristics placed a strain on parenting ability, particularly the cognitive 
dissonance between parent and child as reported earlier. The age of the child is also seen as an 
influencing factor, with children in middle childhood placing a greater strain on parents ability to 
cope (Dowdney & Skuse, 1993). 
Most of the research above has focused on the role of the mother with learning disabilities. 
Increasingly, researchers are looking at the role of the father. McGaw, Ball and Clark (2002) 
report on the high incidence of mental health problems and other difficulties which male partners 
of learning disabled women frequently bring to the relationship. As a result, learning disabled 
women face a greater risk of sexual violence, physical violence and homicide. Cotson, Friend, 
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Hollins and James (2001), report that mothers with learning disabilities are frequently targeted by 
men with a history of child related offences, "who see them as providing easy access to children 
and having a limited ability to protect them from abuse" (p. 226). 
Looking at the wider social environment, support is also limited and frequently exacerbates 
difficulties within the family and the acquisition of parenting skills. Research has shown the people 
with learning disabilities are often socially isolated, have difficulty finding employment, live in poor 
housing, and have inadequate incomes, (Dowdney & Skuse, 1993; Booth & Booth, 1994). The 
attitudes of professionals and people in the wider society can also impact on the learning disabled 
parent's sense of self and their psychological well being (Booth & Booth, 1994; Gath, 1996). 
Feldman, Varghese, Ramsay and Rajska (2002) review the work of Tucker and Johnson (1989) 
and emphasise the importance of providing support networks which are experienced as 
competence promoting. McGaw (1999) concludes that the "best predictor of future parental 
competency for parents with intellectual disabilities is the quality and frequency of social and 
practical support available to them on a daily basis" (p. 200). 
The Development of Assessment Tools 
The development of assessment tools reflects the development of knowledge from the reported 
research studies in identifying those specific factors which predict adequate parenting. Initially, 
assessment tools focused on identifying skill deficits with a view for providing adequate training to 
meet those needs (Feldman, 1994). McGaw and Sturmey (1993) reviewed assessment tools 
developed in the late 1980's and early 1990's with a focus on identifying and measuring skill 
deficits in a number of different areas. Sellars (2002) assessment of risk in parents with learning 
disabilities also focuses on skill deficits and the individual characteristics of parents with learning 
disabilities. She suggests areas of assessment should focus on cognitive ability, knowledge, 
problems with making judgements and the increasing challenges that children present as they 
grow into middle childhood / adolescence. 
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However, as the literature review suggests, assessment of skills, is only one area which can 
impact on ability to provide adequate parenting. O'Hara (2003) criticises assessment tools which 
only focus on skill deficits for ignoring the effects of culture, gender or a more severe disability. 
Booth and Booth (1998) suggest that assessments based purely on skill deficit and risk fail to 
acknowledge parental strengths. As McGaw and Sturmey (1994) state; parents with learning 
disabilities are a "heterogeneous population", not only do they vary in their skills and knowledge, 
but in their family circumstances and the wider social support systems available to them. The 
assessment of parenting skills does not make sense unless it is considered in the context of 
family and social influences. Assessment procedures need a broad base, encompassing all areas 
which effect parenting ability. 
To comment on the development of all frameworks for assessment is not possible due to the word 
limit. Examples below illustrate the main influences on assessment protocols today. 
Booth and Booth (1994) "A User Centred Framework" 
Booth and Booth (1994) were instrumental in shifting the focus of assessment from parental 
inadequacy to a much more positive approach, emphasising parental abilities. They report on a 
lack of practical guidelines for professionals in assessing the needs of parents with learning 
disabilities. They suggested guidelines should be in place which are grounded on the parents' 
perceptions of their own needs. They highlight the existence of a bias in which professional 
opinions are afforded more weight than that of parents'. Their guidelines are based on the 
research studies discussed above and make a number of points which provide a framework for 
thinking about issues pertinent to assessing parents with learning disabilities. 
Booth and Booth (1994) cite research evidence demonstrating no clear relationship between 
parental competence and IQ and suggest that "parenting behaviour rather than IQ should be the 
criterion by which parental competence is assessed". Their second point suggests a more 
precise definition for adequate parenting, using Winnicott's "good enough" parenting model. Booth 
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and Booth (1994) also draw our attention to the "discrepancy between parent and professional 
perspectives of parental adequacy". They stress the importance of attending to the cultural and 
social norms when assessing the quality of parenting, and working together to reach a shared 
understanding of what adequate parenting means. Other points reflecting the above research 
include assessing the role of environmental pressures on parental competence and distinguishing 
this from the role of the learning disability itself. Booth and Booth (1994) also highlight the 
importance of assessing parents own personal histories and how this may influence parenting 
ability and the development of skills. They highlight the vulnerability of people with learning 
disabilities to experiencing adversity (fraught relationships, personal harassment, victimization 
and stigmatisation) and assessing the impact this has on parenting skills. They also attend to the 
protective factors that influence parenting and emphasise the importance of social support 
systems in preventing parenting breakdown. 
The guidelines above are considered valid and based on findings from research studies 
previously discussed. Whilst these guidelines prove useful for conceptualising the issues which 
parents with learning disabilities face and informing the assessment process, there is a lack of 
objective measures which can be used to assess the reliability of this approach, particularly 
objective measures of parenting skills. Booth and Booth (1994) favour a more qualitative 
methodology which provides a richness in the quality of information gathered. However, the lack 
of empirical standards makes it difficult to evaluate the effectiveness of the approach compared to 
others, and also to define and evaluate clear goals for intervention (Tymchuk and Feldman, 
1991). 
McGaw and Sturmey (1994) - The Parental Skills Model 
McGaw and Sturmey (1994) identify four specific areas for assessment which are divided into 
primary and secondary indicators of "good enough" parenting as defined by the DoH document 
"Protecting Children" (1990). 
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The primary indicators refer to child care and child development. McGaw and Sturmey (1994) 
recommend assessment of child care skills using a number of objective checklists. For example, 
Fehlberg's (1984) quality of attachment checklist, Cooper's (1985) child care checklist and Home 
Observations Measurement of the Environment (HOME) inventory (Revised) by Caldwell and 
Bradely (1984). Assessing child development skills, McGaw and Sturmey (1994) recommend 
using scales such as "Bayley Scale of Infant Development (Bayley, 1969)" for children under 4 
years and for older children, they recommend the "Weschler Intelligence Scale for Children - 
Revised (Weschler, 1992)" 
Secondary factors fall under the headings of life skills, family history and support and resources. 
In assessing life skills, McGaw and Sturmey (1994) recommend the Weschler Adult Intelligence 
Scale - Revised (Weschler, 1988) as this tool can assess a range of different abilities and identify 
whether a learning disability falls within the mild to severe range. A number of other tests are 
suggested for measuring academic attainment, reading ability, adaptive behaviour and social 
functioning (McGaw and Sturmey, 1994). 
Family history is assessed using questions based on research findings previously discussed. For 
example, own parenting history, support from family members, relationship with partner. This 
information can be used to further understand the influence these factors have on helping or 
hindering the development of parenting skills. 
Assessment of parental support and resources requires a multidisciplinary and multiagency 
collaboration. McGaw and Sturmey (1994) see this area as a priority in the assessment process 
as this is the main factor for determining the removal of children from the home. Assessment 
areas include "professional attitudes and training, resource availability and exclusive continuity of 
professional support" (p. 40). The above plays an important role in supporting the development of 
new skills and the maintenance of existing skills. 
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The four areas identified for assessment reflect the evidence base of research and the use of 
objective measures, many of which are criterion/norm referenced, answers criticisms by Tymchuk 
and Feldman (1991). 
Cotson et al (2001) Framework of Assessment of Children in Need and their Families 
Cotson et al (2001) discusses assessment of parenting ability from a child centred perspective. 
The areas of assessment and use of assessment tools described are similar to those of McGaw 
and Sturmey's (1994) model. Compared to McGaw and Sturmey's (1994) framework, greater 
emphasise is given to the assessment process. The need for joint working between children's 
services and adult services is highlighted as a particular need throughout the assessment 
process. The use of protocols in outlining the roles and responsibilities of the various 
professionals involved, is seen as a must in facilitating cohesive joint working and matching the 
skills of professionals to the needs of the parent. They also consider a number of other factors 
that might influence the assessment process, such as style of communication used by 
professionals and how this needs to meet the level of understanding of the parent. 
The frameworks above assess parenting skills in the context of other influencing factors. There 
has been a move towards the use of empirically based assessment tools enhancing the reliability 
of interpretations. The comprehensive nature of the assessment procedure will hopefully lead to a 
reduction in erroneously attributing failures in parenting to a person's learning disability or lack of 
skills alone (Tymchuk & Andron, 1996). Standardisation of the above assessment procedures 
throughout learning disability services appears a long way off. This makes evaluation of the above 
procedures a difficult task. However, evidence suggests the format above is useful in identifying 
the needs of parents with learning disabilities, including skill deficits, and can provide a focus of 
intervention (Woodhouse, Green & Davies, 2001). 
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The Development of Teaching Programmes 
As with the assessment tools, teaching programmes developed around the identified need of 
teaching parenting skills. A review of the literature cites a number of studies which provide 
evidence for the hypothesis that learning disabled parents can learn new skills (Andron & 
Tymchuk, 97; Feldman, 1994; Llewellyn, 1994; Tymchuk, 1992). 
Teaching Child Care Skills 
Feldman (1994) reviewed two studies (Feldman, Case, Garrick, Macintyre-Grande, Carnwell & 
Sparks, 1992a; Feldman, Case & Sparks, 1992b) which aimed to teach child care skills to parents 
with learning disabilities. Feldman et al's (1992a) study used a multiple baseline design and found 
all parents improved on a variety of child care skills and this was maintained on follow up. A range 
of training techniques were used including verbal instruction, pictorial prompts, modeling and 
rewards. Feldman et al's (1992b) between groups (training vs control) study used the same 
training procedures and found that parents who received training, their child care skills improved 
significantly. 
Teaching Decision Making in Child Care 
Feldman (1994) reviewed one multiple base line study concerned with teaching decision making 
skills (Tymchuk, Andron & Rahbar, 1988). The study used similar techniques described above 
and found improvement in ability to make appropriate decisions in high risk situations but not for 
low. Hur (1997) reviewed a larger scale study, again using a multiple base line design and found 
similar results (Tymchuk, Yokota & Rahbar, 1990). The parents in both studies made more 
appropriate decisions when presented with problems in a familiar situation. Tymchuk et al's 
(1990) study also followed up parents at 1 month and found mothers had maintained their skills 
and had also generalised this skill to untrained situations. 
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Teaching in Health Care, Home and Safety 
Feldman (1994) reviewed four studies aimed at teaching the above (Tymchuk, 1991; Tymchuk, 
Andron, & Hagelstein, 1992; Tymchuk, Hamada, Andron & Anderson, 1990a; Tymchuk, Hamada, 
Andron & Anderson, 1990b). One study used a non experimental design; the other two, a multiple 
base line. Training techniques included verbal and written instructions, discussion and role plays. 
Tymchuk (1991) and Tymchuk et at (1990a) reported improvement in knowledge and skills, 
particularly high risk household products. Tymchuk et al's (1992) study, the results proved 
inconclusive, parents showed little improvement. in knowledge of home dangers. Training was 
considered only partially successful in Tymchuk et al's (1990b) study. Hur (1997) reviewed a 
further study aimed at teaching safety skills (Tymchuk, Hamada, Andron & Anderson, 1993). The 
mothers showed some improvement in skill and knowledge, but some of the gains were lost at 
follow-up. Hur (1997) comments on the well designed nature of the programmes, using "rigorous 
control mechanisms". However, she also draws attention to the fact that some results may have 
been influenced by practice effects and comments on the unreliable way in which other results 
were obtained. 
Teaching aimed at Improving Mother-Child Interaction 
Feldman (1994) reviewed 10 studies aimed at teaching parents with learning disabilities ways of 
improving interaction styles with their children (Bakken, Miltenberger & Shauss, 1993; Fantuzzo, 
Wray, Hall, Goins, & Azar , 
1986; Feldman et al, 1992b; Feldman et al , 
1989; Feldman, Sparks & 
Case, 1993; Feldman, Towns, Betel, Case, Rincover & Rubino, 1986; Peterson et al, 1983; 
Slater, 1986; Tymchuk, 1991; Tymchuk & Andron, 1988; Tymchuk & Andron, 1992; Tymchuk, 
Andron & Tymchuk, 1990). The studies employ a variety of different research designs, using a 
number of different behavioural and non-behavioural techniques (for example - modeling, role 
play, bug in ear, video, rewards, praise and psychotherapy). Most studies report successful 
outcomes, with Feldman et at (1993) reporting improvements on a number of different outcome 
measures. Other results were more disappointing (Brakken et al, 1993; Tymchuk & Andron, 1988; 
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Tymchuk & Andron, 1992). With limited increase in skills reported along with lack of 
generalisation of skills from clinic to home. 
The studies above vary in their methodology and in their use of techniques and approaches to 
teaching various skills. This again makes evaluation in comparing the effectiveness of particular 
interventions described, difficult (Hur, 1997). Feldman (1994), in his analysis of the above studies, 
found common factors which he believes indicate a protocol for "best practise" which will enhance 
the likely hood of a positive outcome. The best practise procedures address problematic areas 
identified, for example difficulties with generalising taught skills in the clinic to home setting. 
Feldman (1994) suggests skills should be taught in a home like environment, preferably the home 
itself. He also recommends particular behavioural strategies which would facilitate the 
development of parenting skills. However, Feldman (1994) acknowledges that the social and 
psychological characteristics previously described, and their influence on outcome of intervention 
progammes aiming to teach parenting skills, has not been ascertained. 
Current Practise 
The research evidence demonstrates that parents with a learning disability who lack parenting 
skills are vulnerable to providing "inadequate" parenting of their children. This can place children 
at risk of harm. A number of objective measures for assessing parenting skills and protocols for 
proceeding with assessment have been developed (Booth & Booth, 1994; Cotson et al, 2001; 
McGaw & Sturmey, 1994). Teaching parenting skills has proven to be effective to a degree, 
however, a number of special considerations need to be taken into account (Feldman, 1994). 
These include teaching in real life settings to tackle issues of generalisation, 'refresher' courses to 
maintain learned skills, setting clearly specified and individualised goals and taking small, 
concrete steps to achieve goals using specific behavioural techniques (Booth & Booth, 1994, 
Feldman, 1994). Variations in parent's ability to learn new skills are due to a number of factors. 
More recent, research has focused on the specific psychological and social characteristics which 
exert pressures on learning disabled parents ability to cope and influence the development of 
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parenting skills (Booth & Booth, 1994; Guinea, 2001; McGaw & Sturmey, 1994). An emphasis on 
tailoring training programmes to meet individual parental needs, taking into consideration the 
impact of their social environment and providing competence promoting support systems to aid 
the learning and maintenance of new skills, is at the centre of recent protocols developed to 
provide teaching and support to parents with learning disabilities (McGaw, 1996). "Simply 
reaching for a standard training manual of parenting skills will not meet the complex, multiple and 
varied needs of these families" (McGaw & Sturmey, 1994, p 48). 
McGaw (1996) suggests that a focus on skills training should be a "level 1 intervention" and 
should be implemented at the earliest stage, before the birth of the child. McGaw (1996) believes 
parents are more likely to accept and be open to help at this stage. Once the child is born, 
parents are under considerable pressure and this can effect ability to learn. Support and training 
will need to be ongoing. McGaw (1996) recommends that training in parenting skills should be 
provided by local day care family centres or through educational programmes at schools. This is 
in keeping with the government's policy of "opening up" mainstream services so they are 
accessible to people with learning disabilities (Valuing People, DoH, 2001). The development of 
specialist services can further stigmatise and perpetuate the assumption that parents with 
learning disabilities provide inadequate care. The second level of intervention described by 
McGaw (1996) aims to provide appropriate support systems to buffer the effects of poverty, poor 
housing and unemployment and aid development of their parenting skills. As reported above, 
these factors can increase vulnerability to poor parenting and intervention requires collaboration 
with a number of professionals and multiple agencies. Levels 3 and 4 are aimed at providing 
support and intervention when children have already been identified as being at a significant risk 
of or having suffered injury. 
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Conclusions 
Woodhouse et al's (2001) audit and Arnold's (2003) article report evidence in support of McGaw 
and Sturmey's (1994) Parenting Skills Model and McGaw's (1996) four tier approach to 
intervention. The assessment protocols outlined above, along with protocols for teaching 
parenting skills, recommend a number of practical guidelines and emphasise the importance of 
joint working between professionals and agencies. However, there are not always the 
mechanisms in place to facilitate this process, and attempts to joint work have led to conflict and 
confusion (Tymchuk, 1999). Comprehensive assessment and teaching packages described 
above are resource intensive and require input and expertise from a number of different 
professionals. Meeting the complex needs of parents with learning disabilities described in the 
literature above, within the boundaries of staff shortages, lack of appropriate skilled staff, lack of 
funding, lack of resources, is an impossibility for many services. Parenting skills can be assessed 
and taught to people with learning disabilities, but there are a number of obstacles in place which 
prevent assessment and teaching from being effective. Services need to be well funded and well 
resourced, taking a holistic approach which considers environmental and social pressures, 
offering intervention at the macro as well as micro level. 
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Children who have been abused are more likely to become abusers 
themselves in adulthood. 
Discuss with reference to assessing and intervening with such children. 
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Introduction 
A Definition 
In reviewing the literature to explore the argument "children who have been abused are more 
likely to become abusers", a number of caveats within the research articles illustrate the 
difficulties involved in studying this complex phenomenon. The term child abuse is a socially 
defined construct. Its meaning can vary depending on the culture and context in which it is 
viewed. For example, in some tribal societies, initiation rites that include the removal of female 
genitalia are culturally approved practices. In most Western societies however, these acts would 
be considered abusive (Corby, 2000). The definition of child abuse can also vary over time. 
Historically, the meaning of particular behaviours towards children (e. g. severe physical 
punishments in the form of beatings), were once socially approved but are today considered 
abusive (Corby, 2000). 
The guidelines outlining the definition of child abuse have also changed over time. Currently, the 
DoH's "Working Together to Safeguard Children" (2000) document has specified four categories 
of child abuse: physical abuse; sexual abuse; emotional abuse and neglect. The above 
encompasses a broad range of behaviours and omissions of behaviour that can result in child 
maltreatment / significant harm. For professionals, including psychologists, there is a degree of 
subjectivity involved in interpreting the behaviour of others as abusive (Buchanan, 1996). This can 
have far reaching consequences. For example, interpreting the behaviours of others too harshly 
can result in innocent people being wrongly accused. However, interpreting behaviours too 
loosely will result in abusive acts going undetected (Buchanan, 1996). The difficult task of 
identifying children at risk of abuse and their perpetrators are paramount when one considers the 
devastating effects the experience of abuse can have. The British Psychological Society 
(BPS) 
cites a number of examples including "physical injury, disability, mental 
ill health, emotional 
damage, inappropriate sexual norms and behaviour, impairment of physical and intellectual 
development, or death" (BPS, 2003). 
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Researchers in the field have undertaken numerous studies that aim to provide professionals with 
information that will help them identify perpetrators of abuse and those children who are at most 
risk. It is now widely accepted that the pathway to becoming "an abuser" is multiply determined 
with many interacting variables contributing to one's potential to abuse (Carr, 2000). A history of 
child abuse reflects one variable that may mediate an individual's potential to abuse. This essay 
will consider the role of a prior history of abuse on becoming an abuser in light of historical and 
current research findings. The implications for assessment and treatment will also be discussed 
using the theoretical frameworks Social Learning Theory (SLT) and Attachment Theory (AT). 
The Intergenerational Hypothesis: A Review 
The degree to which the variable "prior history of abuse" moderates an individual's vulnerability to 
becoming an abuser has been widely debated (Buchanan, 1998). Early studies placed great 
emphasis on this factor predicting further intergenerational abuse. Christmas, Wodarski and 
Smokowski (1996) report on Daro's (1980) work where he considers a history of childhood abuse 
as one of the most "causal factors" for predicting parental child maltreatment. Ertem, Leventhal 
and Dobbs (2000) also comment on early evidence in support of the above. Case studies were 
widely reported in which professionals working with families where abuse had occurred observed 
its occurrence across generations within the same family. Oliver (1993) reviewed a number of 
studies aiming to examine the rates of intergeneration transmission of intrafamilial child abuse in 
more detail. Early studies reported very high rates of transmission (Oliver & Dewhurst, 1979; 
Oliver & Taylor, 1971; Oliver & Cox, 1973; Oliver & Buchanan, 1979; Dugdale, 1877, Steele & 
Pollock, 1968, Davies & Cunningham-Dax, 1974; Oliver et al, 1974; Baldwin & Oliver, 1975; 
Korbin, 1986; Hunter & Kilstrom, 1979). The correlation between a prior history of abuse and 
becoming an abuser was between 75 and 100%. 
The majority of these studies were predominantly retrospective in design. The samples were 
selected from known abusing parents. Many of the parents were from a cohort 
falling into the 
severest range of abuse. In tracing the intergenerational transmission of child abuse, researchers 
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often relied on parental self-reports of prior abuse in childhood. Many of the studies did not 
include a control group to compare for extrafamilial factors such as poverty. 
Buchanan's (1998) review of eight studies that employ a mixture of retrospective, quasi- 
prospective and prospective methodologies show transmission rates that vary considerably. 
Prospective studies demonstrate a much weaker correlation between a history of early abuse and 
later abusive parenting, see Table 1. 
Table 1 
Study Year Rate of Type of Study 
I. G. T 
Egeland & Jacobvitz 1984 70% Prospective multiple interviews of high-risk parents. 
Comparison: abusive vs non-abusive group/various 
rating scales. Wide definition of abuse. 
Herrenkolhl, 1983 47% Retrospective self report clinical study with 
Herrenkolhl, & comparison subjects. 
Toedtler 
Egeland, Jacobvitz & 1988 40% As 1984 study above, but minus "borderline" abuse 
Sroufe categories. 
Strauss 1979 18% Retrospective self report, nationally representative 
sample. 
Hunter & Kilstrom 1979 18% Prospective self report, controlled 
Gil 1970 7- 14% Nationwide survey, self report 
Altemeier, O'Connor, 1986 2-5% Prospective self report controlled. 
Vietze, Sandler & 
Sherrod 
Widom 1989 1% Prospective agency records for validated child 
abuse, controlled. 
Adapted from Buchanan (1998). In Daniell, Y. (Eds) International HandbooK or Multigenerationa 
Legacies of Trauma, Published by Plenum Press, New York, 1998. 
A number of methodological weaknesses account for the contradictory rates of transmission 
depicted above and those relating to early studies described by Oliver (1993). For example, 
Pears 
and Capaldi (2001) comment that by using a retrospective design to 
determine the rates of 
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intergenerational transmission, a significant bias may result. By sampling a cohort of abusive 
parents only and working backwards to identify abuse histories in their own childhood, parents 
who are have been abused and are not engaged in abusive acts with their own children are 
excluded from the study. Pears and Capaldi (2001) comment that the missing data will distort 
results and lead to inflated rates of transmission. 
As discussed in the introduction, inconsistencies and variations in defining child abuse can also 
confound validity and reliability when comparing the studies above. For example, Egeland & 
Jacobvitz's (1984) study employed a wide definition of abuse (e. g. spanking) which elicited an 
intergenerational transmission rate of 70%. In a later study, when definitions became much tighter 
and excluded those in the borderline range, intergenerational transmission rates dropped to 40% 
(Egeland, Jacobvitz & Sourfe, 1988). Other researchers have also commented on the lack of 
standardised measures for defining abuse and how comparing studies which use disparate 
subjective measures may lead to widely varying estimates of rates of transmission (Kaufman & 
Zigler; Newcombe & Locke, 2001; Pears & Capaldi, 2001). 
Whilst some studies have grouped together the different subtypes of abuse under the one 
heading "child abuse" or "child maltreatment", others have separated out the different 
experiences. Newcombe and Locke (2001) comment on the important differences between the 
different subtypes of abuse and assumptions that causal pathways to each subtype are the same, 
may be erroneous. This view is supported by Cicchetti and Rizley (1981) who emphasise the 
heterogeneity of child abuse / maltreatment. 
Recent prospective studies with improved methodology are finding rates of intergenerational 
abuse occurring in approximately one third of cases (Buchanan, 1998, Kaufman 
& Zigler, 1987, 
Oliver, 1993). Ertem, Leventhal and Dobb's (2000) identified eight methodological standards in 
which to review studies, aiming to determine the scientific validity of the results obtained. 
Egeland, et al's (1988) study, which explored indices of child physical abuse across 
two 
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generations, met all eight methodological standards. The results showed that those mothers who 
reported "severe physical abuse" in their own childhood's, were 12.6 times more likely to 
physically abuse their own children. Pears and Capaldi (2001) also used a prospective, 
longitudinal study to examine the transmission of physical abuse from one generation to the next. 
They also concluded from their results that parents who had been abused in childhood were 
significantly more likely to abuse their own children. They found a 23% rate of intergenerational 
transmission. 
In a recent study investigating intergenerational transmission of child sexual abuse, Salter, 
McMillan, Richards, Talbot, Hodges, Bentovim, Hastings, Stevenson and Skuse (2003) conducted 
a longitudinal, prospective study, which followed up 224 male victims of child sexual abuse. The 
results found 26 (12%) of the victims went on to become sexual abusers. These results indicate a 
lower transmission rate, however, the researchers conclude that a history of sexual abuse, 
combined with other factors, "substantially increase the risk of subsequent sexually abusive 
behaviour" (Salter et al, p 475,2003). 
The current literature evidences the fact that the majority of individuals who are victims of 
childhood abuse do not go on to abuse in adulthood (Buchanan, 1998). However, a history of 
childhood abuse does place the individual at a greater risk of perpetrating abuse than in the 
general population (Kaufman & Zigler, 1987). Researchers conclude that an individual with a prior 
history of abuse will only go on to perpetrate abusive acts if other risk and protective factors are in 
place (Buchanan, 1998; Kaufman & Zigler, 1987; Malinosky, 1993; Salter et al, 2003; Wilshaw, 
1999). Research has now focused on identifying the risk and protective factors involved in the 
intergenerational transmission of childhood abuse. 
The next section of the essay will focus on the particular risk and protective factors linked to the 
intergenerational hypothesis that have been evidenced in the research literature. Due to the word 
limit, the comprehensive list of risk and protective factors identified in Buchanan's 
(1998) review 
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of the literature cannot be included. Particularly, those pertaining to the cultural, sociopolitical and 
biological factors will not be reported on. For the purpose of this essay, reported factors fall under 
the heading of "psychological" and are considered the most salient in the research literature. An 
awareness that the risk and protective factors chosen for discussion, occur in a context which 
may include poverty and other multiple environmental stressors, are acknowledged as buffering 
or exacerbating the effects of the risk factors discussed. 
Risk Factors Mediating Abuse Potential. 
Loss 
In Glasser, Kolvin, Campbell, Glasser, Leitch and Farrelly's (2001) study, they reviewed the case 
notes of 843 subjects attending a specialist forensic psychotherapy unit. Of the 747 male 
subjects, 227 were perpetrators of sexual abuse. A history of child sexual abuse was positively 
correlated with perpetration of sexual abuse (transmission rate = 35% compared to 11% non- 
perpetrators). In reviewing the case histories, "loss" proved a significant factor that correlated 
highly with being in the perpetrator group. Examples of loss include parental separation / divorce 
or parental death. This finding was also supported in Bentovim's (2002) longitudinal study. He 
found that boys who had a history of childhood sexual abuse and who showed evidence of having 
begun perpetrating sexual abuse against other children also suffered significant loss when 
compared to boys who had no perpetrating behaviour. Skuse, Bentovim, Hodges, Stevenson, 
Andreou, Lanyado, New, Williams and McMillan's (1998) study compared two groups of boys. 
One with a history of sexual abuse who had engaged in sexually abusive behaviour and a second 
group of boys who had a history of sexual abuse and had not engaged in sexually abusive 
behaviour. They also found that "discontinuity of care" correlated positively with being in the 
perpetrator group. 
Gender of the perpetrator 
Briggs and Hawkins' (1996) study compared 84 victims of child abuse incarcerated for child 
molestation and 95 matched non-offenders. They found that being abused by a female 
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distinguished the child molester group from the non-offender group. Glaser et al (2001) in 
reviewing case notes, also found that victims of childhood sexual abuse who went on to 
perpetrate sexual abuse were significantly more likely to have been abused by a female. They 
comment: "the highest likelihood of a male victim becoming a perpetrator was associated with 
being abused by a sister or mother" (Glaser et al, p. 488,2001). Burton, Miller and Shill (2002) 
have also found evidence to support this finding. They compared 216 adolescents with a history 
of sexual abuse, who were identified offenders with 93 non-offenders with a history of childhood 
sexual abuse. They found that a history of sexual abuse in childhood that included perpetration by 
both male and females, was a greater predictor of later offending than having been perpetrated by 
males only. 
Witnessing intrafamilial violence. 
Skuse, et al's (1998) study also found that "exposure to a climate of intrafamilial violence" 
significantly correlated with being in the perpetrator group. They found it was not the severity of 
the abuse per se, but the violent context in which the abuse occurred. This finding is also echoed 
by Bentovim (2002) who considers the "exposure of the child or the young person to physical 
violence, domestic violence, a history of abuse perpetrated against parents (particularly the 
mother" (Bentovim, p. 668,2002) places the individual at an increased risk. 
Dissociation and the development of psychopathology 
Narang and Contreras (2000) examined the role of dissociation as a mediating factor in the 
relationship between a history of childhood abuse and later abusive behaviour in adulthood. For 
the child victim of abuse, the use of dissociation is frequently viewed as an adaptive coping 
mechanism which allows the child to detach from the traumatic situation (Narang & Contreras, 
2000). However, continued reliance on the use of dissociation in adulthood can become 
maladaptive, and has been linked to more severe mental health problems (Narang & Contreras, 
2000). Narang and Conteras (2000) used a cross sectional design to examine history of child 
physical abuse, dissociation and potential to abuse in a population of 190 college students. Their 
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study found "that the relation between physical abuse history and physical abuse potential was 
significantly mediated (z = 2.19, p<0.5) by level of dissociation with dissociation accounting for 
approximately half of the observed relation between history of abuse and abuse potential" 
(Narang & Contreras, p. 653,2000). 
Protective Factors Mediating Abuse Potential. 
Processing and integrating the abuse experience 
Oliver (1993) comments: "the single most important modifying factor in the intergenerational 
transmission of child abuse is the capacity of the child victim to grow up with the ability to face the 
reality of past and present personal relationships". He reports on a number of studies in which he 
and co-workers examined multi-agency records of parents (G1) who were perpetrators of abuse 
and followed up their children (G2), and children's children (G3). From the records, parents in G2 
who were known to have experienced severe abuse from their own parents, frequently reported 
relationships with their parents that were non-abusive. "Maltreating parents frequently gave bland 
or idealized pictures of their own biological parents, especially their mothers. Which could be so 
incompatible with old written records that repeated checks were necessary to make sure that we 
had the same family" (Oliver, p. 1320,1993). As previously discussed, dissociation is seen as a 
risk factor which may act by inhibiting the ability to integrate the abuse experience into more 
adaptive schemata. As early as 1979, Hunter and Kilstrom's study identified the ability to provide 
a cohesive account of past trauma, as a protective factor in those families who did not go on to 
repeat the intergenerational transmission of abuse. Parents who did go onto to perpetrate abusive 
acts were described as "locked in", giving "vague accounts" of their abusive histories. Egeland et 
al (1988) also found support for the above, he found that mothers who repeated abuse 
experiences from childhood appeared to dissociate their feelings from their memories of past 
abuse. 
Oliver (1993) comments on the child victims' tendency to blame themselves for their abusive 
experiences. The distorted ways in which child victims attribute / make sense of their abusive 
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experiences was also evident in the works of Briggs and Hawkins (1996). One factor that 
distinguished those who went on to repeat abuse experiences from those who didn't was the 
different styles of attribution. Those who continued with the cycle of intergenerational abuse "were 
more accepting of their abuse in the sense of not understanding or accepting that it was aberrant 
behaviour but rather thinking that it was a commonplace, inevitable, and consequently a normal 
part of childhood" (Briggs & Hawkins, p. 221,1996). 
Supportive relationships 
The experience of having a supportive relationship in childhood has been well researched as a 
factor that can act as a buffer for abuse potential. In Egeland et al's (1988) study, the presence of 
social supports in early childhood was a significant factor in differentiating between the two 
groups of mothers who continued to perpetrate abuse and those who didn't. "Compared to the 
continuity group, exception group parents were more likely either to have an emotionally 
supportive adult available during childhood or to have undergone extensive therapy" (Egeland et 
al, p. 1086,1988). Mothers in the continuity group did not have present in their childhood a parent 
or foster parent who could offer emotional support. Oliver (1993) in his review of the literature also 
found evidence in support of the importance of social supports. He found that "reliable 
friendships" and "the rescue of child victims" were important factors that distinguished non 
repeaters from those who continued to repeat abusive experiences. Paül, Milner, and Mügica 
(1995) study examined the relationship between the experience of physical and sexual abuse in 
childhood, child social support and abuse potential in a sample of Spanish psychology 
undergraduates. Their study found a positive correlation between history of childhood abuse and 
abuse potential. However, the presence of childhood social supports was inversely related to child 
abuse potential. Litty et al (1996) also found evidence that the presence of social support in 
childhood acts a protective factor in preventing the intergenerational transmission of abuse. In 
their sample of 369 undergraduates, when those with a history of abuse and non abuse perceived 
their childhood supports to be high, no difference was found in measuring their potential to abuse. 
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There is no single psychological theory to explain the intergenerational transmission of child 
sexual abuse (Hobbs, Hanks & Wynne, 1993). Theoretical frameworks aim to explain the 
mechanisms by which risk and protective factors influence behaviour. Due to the word limit 
constraint, two theoretical models, SLT and AT, will be discussed and their implications for 
assessing and intervening with child victims. 
Social Learning Theory 
SLT offers a framework for understanding the transmission of intergenerational child abuse. 
According to SL Theorists such as Bandura and Michenbaum, behaviour is shaped / learned 
through observation (Falshaw, Browne & Hollin, 1996). Mechanisms such as social modeling, 
reinforcement and punishment, lead an individual to adopt certain behaviours and avoid others 
(Corby, 2000). SLT incorporates "internal cognitive reasoning processes" which can also act as 
reinforcers for the development or avoidance of specific behaviours (Corby, 2000). 
Using this framework, child abuse is seen as a problem resulting from the learning of 
dysfunctional child care practices (Corby, 2000). In cases of. child physical abuse, the child learns 
that the use of physical force and aggression is an acceptable way of getting ones needs met 
(Falshaw et al, 1996). In understanding the transmission of child sexual abuse from one 
generation to the next, the child may also learn to adopt and legitimize a care givers philosophies 
and practices regarding sexually abusive behaviours. In considering the ways in which skillful 
abusers engage in a "grooming process", Briggs and Hawkins (1996) explain how the child can 
become desensitised to touching behaviour and normalise their abusive experience. Without the 
cognitive barriers of considering abusive behaviour as inherently wrong, child victims are more 
vulnerable to repeating abuse. 
In considering the risk and protective factors identified above, the experience of loss can 
be 
understood as acting as a risk factor in that it may limit the child's ability to gain access 
to a care 
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giver who may model an alternative set of beliefs and behaviours from that of the abuser. In the 
case of being placed with multiple care givers over a set period of time, the child's ability to learn 
and develop a stable set of beliefs and behaviours may be disrupted. Growing up in a family in 
which the child is exposed to repeated acts of violence and aggression, provides a powerful 
setting in which the child can model behaviours which he perceives will result in the compliance of 
others (Newcombe & Locke, 2001). In thinking about the experience of dissociation using a SLT 
framework, dissociation can be seen to negatively impact on the child's ability to emotionally 
process the abuse experience (Narang & Coontreras, 2000). Emotional processing is seen as a 
necessary task for recovery from the trauma of abuse and a protective factor in preventing the 
development of later psychopathology. The presence of supportive relationship in childhood can 
be understood as providing an alternative role model from the abusive figure. The child can learn 
more adaptive stratagies for managing feelings, other than engaging in abusive acts (Paul et al, 
1995). Without a care giver who can model appropriate social skills, the child is at risk for 
developing a deficit in skills in relating to others and in caring for their own children (Litty et al, 
1996). Each of the risk factors and a lack of protection factors, leaves the child in an impoverished 
environment whereby the likelihood of developing beliefs, attitudes and processing biases that will 
increase the child's vulnerability for repeating abusive patterns of behaviour is likely to occur 
(Silvester, Bentovim, Stratton & Hanks, 1995). 
In reviewing the literature to consider the use of SLT in the development of assessment and 
intervention strategies that aim to break the intergenerational transmission of child abuse, most of 
literature focuses on work with adults. SLT has been most widely applied to developing 
assessment tools that identify parents who lack skills for adequate parenting. Intervention has 
mainly focused on "parent training" programmes based on SLT principals to teach parents 
appropriate skills. Cognitive Behavioural Therapy (CBT), which developed from SLT, has also 
been well researched in the literature for adult survivors of child abuse. However, CBT 
interventions with child victims of abuse have been slow to develop (Verdyn & Calam, 1999). 
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Whilst best practice would recommend a combination of individual, group and family based 
assessment and treatment when working with child victims of abuse (Carr, 2000), priority is 
usually given to the family (Greenwalt, Skiare & Portes, 1998). Both Greenwalt et al (1998) and 
Verdyn & Calam (1999) have highlighted the need for interventions that focus directly on 
ameliorating the effects of abuse on child victims. 
Kolko (1996) aimed to evaluate the effectiveness of CBT interventions with child victims of 
physical abuse compared with Family Therapy (FT) and Routine Community Services (RCS). 
Kolko (1996) used a number of assessment tools (e. g. Children's Attributions and Perceptions 
Scale, Youth Self-Report, Child Depression Inventory) which assessed the ways in children 
processed their abuse experience and degree of psychopathology. CBT interventions aimed to 
ameliorate the difficulties identified in children's cognitive, affective, behavioural and social 
functioning. Significant improvements were identified in both the CBT group and FT group 
compared to the RCS, particularly a reduction in anxious / depressive symptoms and 
externalising behaviour. However, limited improvements were identified from measures of social 
competence. Kolko (1996) recommends CBT interventions aimed at improving social functioning 
should take place in a group setting that can provide a more powerful learning medium and a 
greater access to peer support. Verduyn and Calam (1999) reviewed Cohen and Mannarion's 
(1996) study evaluating CBT interventions with child victims of sexual abuse compared to a 
control of non-directive supportive therapy. They concluded "CBT was significantly more effective 
in reducing symptomatology". Deblinger, Steer and Lippmann (1999) evaluated CBT interventions 
for child victims of sexual abuse suffering from Post-Traumatic Stress (PTSD) symptoms. Child 
victims . receiving 
CBT and a comparison community sample were followed for 3 months, 6 
months, 1 year, and 2 years. Results indicated significant improvements for the CBT group on 
measures for PTSD symptoms, depression symptoms and externalising behaviour. These 
improvements remained at 2 years follow up providing "preliminary support for the long term 
effectiveness of CBT interventions for sexually abused children" (Deblinger et al, p. 
1376,1999). 
The studies above provide initial evidence in support of CBT interventions reducing 
the effects of 
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some risk factors and increasing the effects of some of the protective factors identified above. 
Particularly, in reducing PTSD symptoms such as dissociation and finding adaptive ways of 
processing and integrating the abuse experience. 
Attachment Theory 
Although based on psychodynamic ideas, AT also links with ideas from SLT in that early 
attachment relationships between the care giver and the child are felt to lay down a prototype for 
later parenting interactions. AT provides a theoretical framework that provides a alternative 
explanation for the influence of risk and protective factors in the transmission of intergenerational 
abuse. AT, first developed by Bowlby, places great emphasis on the attachment relationship 
between the infant and primary care giver (Morton & Browne, 1998). The primary care giver's 
ability to provide a "secure base" (from which the infant can explore the environment and seek 
comfort when distressed) is dependent on the ability of the care giver to respond to the infant's 
needs in a sensitive and attuned way (Morton & Browne, 1998). The greater the care giver's 
ability to meet the infants needs in this way, the more securely attached the infant will be. Shapiro 
and Levendosky (1999) comment on how the infant's early experiences with the care giver are 
internalised, creating an internal working model of how the infant views him/her self and relates to 
others. The internal working models are relatively stable and provide a prototype for later 
relationships. Infants who are securely attached to their care givers grow up with a positive view 
of themselves, expecting their needs to be met and are able to form secure relationships with 
others (Shapiro & Levendosky, 1999). The experience of abuse in early childhood fosters the 
development of an insecure attachment style (Morton & Browne, 1998). Carr (2000) comments on 
the experience of powerlessness in abuse situations and how this may influence the development 
of an internal working model which views the self as a victim and others as persecutors. Carr 
(2000) comments on the mechanisms by which this internal working model "sows the seeds for 
the child later becoming a perpetrator when placed in a position where an opportunity to exert 
power over a vulnerable person has arisen" (Carr, p. 813,2000). 
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AT explains how the presence of the risk factors such as "loss" and lack of protective "social 
supports" act to influence the transmission of intergenerational abuse by limiting the child's ability 
to securely attach to a care giver and therefore lacking the ability to develop adaptive internal 
working models which guide future behaviour (Morton & Browne, 1998). The development of an 
insecure attachment correlates significantly with later adult psychopathology, including the 
repetition of abusive behaviour (Shapiro & Levendosky, 1999). The studies cited which reported 
on "loss" as a risk factor, commented on the disruption children experienced in their early 
attachment relationships and development of insecure attachment styles. Those adults who did 
not go on to repeat abusive patterns cited in studies evidencing the importance of social supports, 
had in common the presence of care giver with whom they could form a more secure attachment. 
This would have helped to facilitate the development of an internal working model which includes 
feelings of self worth and positive expectations of others. Although not commented upon in the 
literature reviewed, the risk factor of having been a victim of abuse by a female perpetrator may 
have proved influential as females are more often the primary care givers which may have 
resulted in more devastating effects in the attachment relationship and development of internal 
working models. 
As with research evidencing the effectiveness of interventions based on SLT, interventions based 
on AT are also scarce within the literature. Morton and Browne (1998) comment on Ainsworth's 
use of the "Strange Situation" in assessing the different styles of attachment in parent-child 
relationships. They comment on the importance of intervening with parents to improve their 
attachment relationships with their children, revising internal working models that aim to break the 
cycle of abuse. However, Carr (2000) comments on Ijzendoorn's (1995) review of 16 studies 
where results from interventions focused on altering insecure attachments in the parent-child 
relationship found that interventions were effective in increasing parental sensitivity but less 
effective in altering children's insecure attachment style. Internal working models often operate 
outside of conscious awareness and are therefore difficult to revise (Morton & Browne, 1998). 
Early interventions focused on working directly with the abused child would perhaps prove most 
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beneficial as evidenced in the research by Egeland et al (1988) . 
However, outcome of 
psychotherapeutic interventions aimed at working directly with the abused child have not been 
widely reported on in the literature (Lanktree & Briere, 1995). 
Conclusion 
In reviewing the literature, numerous studies have explored the hypothesis "children who have 
been abused are more likely to become abusers themselves in adulthood". The evidence 
suggests that this statement is true in only a third of cases, and that it is not a history of abuse per 
se that acts as a causal factor, but it's interaction with a number of risk and protective factors. In 
discussing the research findings with reference to assessing and intervening with child victims of 
abuse, studies are limited. Many of the assessment tools and interventions are aimed at working 
with adult populations and not directly with children. The government's document DoH (2000) 
calls for a greater emphasise on child focused work and the BPS paper on Child Protection 
(2003) considers the psychology profession to be well placed to contribute in the development of 
child abuse focused assessment and treatments. Whilst psychologists have at hand the 
theoretical frameworks for explaining the causal mechanisms by which abuse behaviours are 
transmitted across generations, developing effective treatments based on these models has been 
slow (Bouvier, 2003). Elements of both SLT and AT have been drawn upon in this essay to 
explain how the risk and protective factors work, considerably more research is needed to 
determine the efficacy of treatments based on the above. - 
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Introduction 
The literature exploring the efficacy of psychological therapies in alleviating symptoms of anxiety 
and depression in older people has spanned the last eight decades, with a substantial increase in 
publications since 1980 (Knight, 1996). Pinquart and Sörensen (2001) comment on early views 
held by many psychoanalytic therapists, as guided by Freud, that psychotherapy with older 
people is likely to be ineffectual. Their reasoning at this time was based on the assumption that 
with increased ageing comes increased "mental rigidity", interfering with ones capacity to bring 
about change (Pinquart & Sörensen 2001, p. 208). Laidlaw, Thompson, Dick-Siskin and 
Gallagher-Thompson (2003) comment on the continued development of many 'myths' 
surrounding the use of psychotherapy with older people. The belief that you 'can't teach an old 
dog new tricks' is prevalent today, and is likely to play a role in deterring both older people from 
seeking and being offered psychological treatments (Laidlaw et al. 2003). Pinquart and Sörensen 
(2001) also discuss other commonly held assumptions that might act as barriers in preventing 
older people from gaining access to psychological therapies. For example, many service 
providers and older people assume that feelings of depression and anxiety are a normal part of 
the ageing process. Getting older can leave one vulnerable to incurring significant loss - through 
retirement, declining health, cognitive slowing and widowhood etc. Psychological intervention 
cannot change the likelihood of these events and is therefore often seen as unhelpful. 
In light of the above, it is unsurprising that there is a paucity of well-designed treatment studies 
evaluating the effectiveness of psychological therapies in the older population. The effectiveness 
of Cognitive Behavioural Therapy (CBT) as a psychological approach to treating symptoms of 
anxiety and depression in the younger adult population has been well-established (Clark & 
Fairburn, 1997). However, despite similar prevalence rates of anxiety and depression in both 
younger and older populations, the treatment of choice in the older populations is 
pharmacotherapy (Walker & Clarke, 2001). A number of articles express concern regarding 
issues of polypharmacy within this population (Arebn & Cook, 2002). Older people are more likely 
to have co-morbid physical illnesses that need treatment with medication. Using a number of 
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different types of medication can leave one susceptible to increased side effects and adverse 
drug reactions. Laidlaw (2001) concludes there is an urgent need to establish the efficacy of 
psychological therapies as alternative to medical treatments of depression and anxiety in older 
people. 
This essay aims to evaluate the contribution of CBT in helping with problems of anxiety and 
depression in older people. The literature discussing the possible advantages of using this 
approach with older people will be reviewed. Outcome studies aimed at establishing the 
effectiveness of CBT comparable to other treatments for both depression and anxiety will also be 
reviewed. A discussion of the findings will follow. 
Why should CBT be considered as an efficacious treatment? 
Beck first developed CBT in the 1970s (Clark & Fairburn, 1997). It is based on the assumption 
that emotional disorders are not caused by external events per se but by the ways in which 
people erroneously interpret and process information arising from events. These erroneous 
interpretations are associated with and influenced by underlying negative beliefs formed in early 
childhood through negative experiences. The basic premise of CBT is that the way in which 
people think about their situation, directly influences the way feel, how they behave and vice 
versa. Changing the way a person thinks or habitually behaves as a result of erroneous 
information processing can lead to changes in the way one feels. Therefore, CBT aims to identify, 
evaluate and change maladaptive, distorted belief systems and erroneous styles of information 
processing. The therapist achieves this by taking an active role in socialising the client to the CBT 
model. The therapist assigns the client homeworks - drawing on specific CBT techniques such as 
activity scheduling, graded exposure, Socratic questioning, thought monitoring and evaluation - 
with the aim of improving emotional functioning (Laidlaw, 2001). 
As stated in the introduction, CBT has been well established as an efficacious treatment 
for 
anxiety and depression in the younger adult population. Zeiss and Steffen (1996) 
believe that if 
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CBT were applied to the treatment of anxiety and depression in the older adult population, similar 
efficacious findings should result. They base this view on the philosophical underpinnings of CBT; 
the assumption that skills can be learned to manage thoughts, feelings and behaviours and that 
learning is a life long process. Therefore, CBT can be helpful to people of any age (Zeiss & Steffe, 
1996). Laidlaw et al. (2003) consider a number of reasons why CBT might be a particularly 
advantageous approach to working with older people. For example, they comment on the 'here 
and now' focus in CBT, identifying current concerns and building skills to address these concerns 
rather than engaging in a lengthy exploration of early experiences. 
Clinicians working with older people have noted the specific internal changes that can sometimes 
occur via the process of aging (Gallagher-Thompson & Thompson, 1996; Knight, 1996; Laidlaw et 
al. 2003). For example, the speed in which an older person can process and respond to 
information is likely to be slower than that of someone younger (Knight, 1996). Knight (1996) has 
also reviewed the literature exploring changes in memory function with age and concluded that 
there is often a decline in working memory. This can influence an older person's ability to learn 
new information. The presence of a dementia undoubtedly brings changes that can span global. 
cognitive functioning, and, depending on the type of dementia and stage of progression, can 
greatly impair an older person's ability to engage in the therapeutic process. Secker, Kazantzis 
and Pachana (2004) stress the importance of pacing therapy sessions to meet the needs of the 
older person. They emphasise the importance of setting an agenda at the beginning of sessions 
to provide a structure that can aid the older person's ability to stay focused. They also suggest the 
use of a "therapy diary" as a memory aid and recommend the provision of tape recordings, 
diagrams and other visual materials that can aid memory and learning if an impairment (both 
cognitive and /or sensory) is present. Asking the older person for feedback at the end of each 
session allows the therapist to gage how much has been understood and if additional 
modifications / actions need to be taken. 
Not only is the older person more vulnerable to experiencing internal changes, their social 
environment is also vulnerable to change. Zeiss and Steffen (1996) discuss the many obstacles 
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that this might present to an older person. For example, loss of income and dependency on a 
state pension might limit financial resources; loss of a job might limit opportunities for social 
interaction, as does loss of family and friends through bereavement. Physical impairments might 
limit a person's ability to use transportation and access social supports and other environmental 
necessities. Zeiss and Steffen (1996) point out that whilst the above issues might not necessarily 
be an appropriate target for CBT intervention, formulating problems within CBT's bio-psycho- 
social context, may lead to an appropriate "interdisciplinary treatment plan" (Zeiss & Steffen, 
1996, p. 43). 
Peterson (2003) comments on how CBT can be adapted to be used in a group settings which 
might be particularly beneficial to an older people at increased risk of social isolation. Providing 
CBT in a group setting increases opportunities for social interaction and can enhance a sense of 
belonging (Peterson, 2003). Zeiss and Steffen (1996) comment on how CBT can be adapted to 
take place in a variety of settings including "hospital bedside, in the patient's home, or in a nursing 
home day room" (Zeiss & Steffen, 1996, p. 38) reaching those clients who might otherwise find it 
difficult to access psychological therapies. 
Knight (1996) and Laidlaw et al. (2003) discuss important differences that can arise between older 
and younger people in terms of their "beliefs, attitudes and personality dimensions" as a result of 
belonging to a particular generation and the social environments in which they were raised 
(Knight, 1996, p. 25). Laidlaw et al. (2003) emphasise the importance of taking into consideration 
certain 'cohort beliefs' when formulating and intervening with an older person's presenting 
problem. Beliefs such as 'to be mentally ill is to be weak' are much more prevalent in the current 
cohort of elderly people and can interfere with the therapeutic process. Cognitive therapy, with it's 
theoretical underpinnings concerning 'beliefs' as 'hypothesis to be tested' is well placed to 
challenge such negative beliefs and other 'myths' surrounding mental ill health. 
Zeiss and Steffen (1996) also recognise the older person's possible strengths and the importance 
of including these strengths in a CBT formulation. For example, older people are likely to have 
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faced and coped with a number of challenging situations, developing skills that they can bring to 
bare on current distress. Zeiss and Steffen (1996) point out that it is also important not to assume 
that CBT will need to be adapted for every older person. An assessment of the older person's 
needs will bring to light information pertaining to strengths as well as deficits determining the 
unique way in which CBT will need to be tailored, if at all, to address those identified needs. 
Studies evaluating CBT for late life depression 
Much of what has been described above regarding the possible advantages of using a CBT 
approach in working with older people has been based on the authors' clinical experience (Zeiss 
& Steffen, 1996). As stated in the introduction, few studies have evaluated the effectiveness of 
CBT using controlled outcome studies (Pinquart & Sörensen, 2001). CBT has, however, been 
evaluated the most compared to other types of psychological therapies for depression. Due to 
word limitations, a discussion of the relevant outcome studies will centre on five recent meta- 
analytic reviews as illustrated in Table 1. 
Scogin and McElreath (1994) were the first to conduct a meta-analytic review of controlled 
outcome studies reported in the literature. They examined a number of different psychosocial 
interventions against a control procedure such as no treatment, delayed treatment, placebo and 
pharmacotherapy. Outcome of therapy was measured either by clinician-rated or a self-rated 
depression measure. The results indicated that psychosocial therapies were significantly more 
effective than the no treatment groups on both of these measures (Scogin & McElreath 1994). 
Because of the small number of studies used in this meta-analysis, a cross comparison of effect 
size was computed between only two therapies (CBT and reminiscence therapy (RT)). No 
significant difference was found (Pinquart & Sörensen, 2001). Laidlaw (2001) concludes from his 
review of their study; "many treatments appear equally successful in treating late life depression" 
(Laidlaw, 2001, p. 3). 
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Laidlaw (2001) has criticised Scogin and McElreath's (1994) study for including too broader 
definition of what constitutes CBT. Scogin and McElreath (1994) included interventions such as 
self-administered bibliotherapy and personal construct therapy under the heading CBT. Laidlaw 
(2001) suggests that findings should therefore be interpreted with caution. Koder et al (1996) 
used much stricter criteria to define CBT (Laidlaw, 2001). However, this lead to the inclusion of 
only seven studies in their analysis. The results indicated that CBT was superior to other 
treatment interventions in three of the seven studies; no significant difference was found in a 
further three studies and in the last study, only some positive effects were found for CBT (Laidlaw, 
2001). Laidlaw's (2001) review of this study concludes that whilst CBT is "undoubtedly an 
effective treatment procedure for late life depression" (Laidlaw, 2001, p. 6), there are too few 
studies included in this meta-analysis to meet empirical scientific and methodological standards 
upon which a definite conclusion can be drawn (Laidlaw, 2001). 
Engels and Verney (1997) identified 17 studies in their meta-analysis. They computed effect sizes 
between the different treatment interventions and found that CBT was the most efficacious 
(Laidlaw, 2001). Engels and Verney (1997) also examined effect sizes between individual and 
group modalities of treatment. Increased efficacy was found for individual treatments (Laidlaw, 
2001). 
Cuijpers (1998) selected studies for meta-analytic review from what he defined as "outreach" 
studies - samples selected from local communities (Laidlaw, 2001). Cuijpers (1998) aggregated 
together a broad range of treatments in his analysis. Therefore, the findings support the 
conclusion that overall psychological therapies are effective treatments for late life depression but 
can specify no further insights (Laidlaw, 2001). 
Gerson et al (1999) reviewed both psychosocial interventions and pharmacological treatments for 
late life depression in older people (Laidlaw et al., 2003). Studies were included in the analysis 
only if participants had a clear diagnosis of Major Depressive Disorder (Laidlaw, 
2001). Stricter 
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criteria were also developed concerning other factors for analysis, for example, a minimum of 15 
participants in each of the treatment and control groups and clear descriptions of treatment 
procedures (Laidlaw, 2001). The results support the conclusion that both psychological and 
psychopharmacological interventions are equally efficacious for treating late life depression. 
Pinquart & Sörensen (2001) have conducted a comprehensive meta-analysis on 122 studies; 
investigating the effectiveness of psychotherapeutic interventions with older people in changing 
self-rated depression and other measures of psychological well-being. Pinquart & Sörensen 
(2001) identified a number of moderating variables that could influence the efficacy of treatment 
effects other than the type of treatment modality offered. Their analysis calculated effect sizes 
between individual and group treatments, severity of depression and different settings (community 
dwelling vs nursing home resident). As many of the meta-analytical reviews previously published 
comprised of only a small number of studies, effect sizes could not be calculated between the 
different modalities of treatment (Pinquart & Sörensen, 2001). Pinquart & Sorensen (2001) 
increased the number of studies included in their analysis by identifying publications in French 
and German. Their findings indicate CBT interventions were less effective than other 
psychotherapeutic interventions on measures of self-rated depression and no significant 
difference was found between scores on clinician rated depression scores. Pinquart & Sorensen 
(2001) found individual modalities of treatment were more effective than those given in a group 
context. They also found that those clinicians with advanced qualifications and specialized 
training in working with older people were associated with above average effect size (Pinquart & 
Sörensen, 2001). 
The above studies have been criticised on a number of different levels (Gatz, Fiske, Fox, Kaskie, 
Kasl-Godley, McCallum & Wetherell, 1998). Evaluating multiple studies using meta-analysis 
becomes a complex procedure when one considers that each study may present conflicting 
results, have different samples, different methodologies and different outcome measures 
(Bartels, 
Haley & Dums, 2002). 
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Laidlaw (2001) comments on the small sample sizes used in studies that limit how far findings can 
be generalised. The inclusion / exclusion criteria frequently used for selecting participants to 
studies often delineates that only relatively healthy and high functioning older people are included 
(Landreville & Gervais, 1997). This sample differs from those presenting in clinical settings, 
whereby older people frequently present with multiple co-morbid mental and physical conditions. 
How far findings from the above studies can generalise to older people found in clinical settings is 
unclear (Landreville & Gervais, 1997). Landreville & Gervais (1997) have reviewed six studies 
that included older people with a disability. Their findings indicate that a number of different 
psychotherapies appear to be useful in treating depression in older adults with a disability. 
However, some studies found little difference between control and treatment groups, with some 
studies finding no difference at all. Further well-designed outcome studies are needed to 
determine the efficacy of treatments within this population (Landreville & Gervais, 1997). Laidlaw 
et al. (2003) comment that there are only a few well-controlled studies evaluating the 
effectiveness of psychological therapies for treating depression in older people with a diagnosis of 
dementia, again limiting conclusions that can be drawn. 
Gatz et al. (1998) comment on clinicians' recommendation that CBT should be adapted when 
working with some older people. As a result, they conclude that many therapists could be offering 
CBT treatments that have been adapted in various ways from recommended treatment manuals. 
It is therefore difficult to know exactly what "type" of CBT is being evaluated in studies and 
whether demonstrated efficacy of CBT is due to specific adaptations or other moderating 
variables. 
Pinquart & Sörensen (2001) have aimed to address many of the issues concerning moderating 
variables in their comprehensive analysis, however, a recognition of existing limitations relating to 
their study have also been commented upon (Pinquart & Sörensen, 2001). For example, only a 
small number of studies evaluating psychodynamic psychotherapy with older people exist and 
therefore no firm conclusions as to its efficacy can be reached. They also comment on the degree 
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of positive bias that may exist whilst conducting meta-analytical reviews as studies with non- 
significant outcomes are rarely published. They also found a great deal of heterogeneity between 
effect sizes for same modalities of treatment; however, many of these differences were 
associated with moderator variables analysed (Pinquart & Sörensen, 2001). 
Studies evaluating CB T for late life anxiety 
Whilst the number of studies evaluating the effectiveness of CBT for late life depression is limited, 
this is even more so the case for studies evaluating psychological interventions for late life anxiety 
disorders (Laidlaw et al., 2003). In reviewing the literature, fifteen published out come studies 
assessing CBT efficacy for late life anxiety problems were identified for discussion in this essay 
(Table 2). 
Stanley and Novy's (2000) paper provides an evaluative overview of some of these early studies. 
They summarise from the findings of Keller, Croake & Brookings' (1975) study that RET (a 
subsidiary of CBT) was found to be superior to a non-specific treatment control. However, in 
Scates et al. 's (1986) study evaluating CBT, RT and an activity group, no improvements were 
identified on pre and post-test measures of anxiety (Stanley and Novy, 2000). Other early studies 
evaluated the behavioural component of CBT, examining the efficacy of different relaxation 
techniques in relieving symptoms of anxiety (Stanley & Novy, 2000). Stanley and Novy's (2000) 
review of studies by DeBerry (1982); DeBerry et al. (1989); Sallis et al. (1983) and Scogin et al. 
(1992) found that relaxation was as effective as CBT, that there was no difference in the efficacy 
of different types of relaxation offered (Stanley & Novy, 2000). 
However, Stanley and Novy (2000) criticisms of these early studies are similar to those that have 
been levelled at outcome studies evaluating CBT efficacy for late life depression. Firstly, they 
comment upon the lack of diagnostic criteria in selecting samples with anxiety symptoms, relying 
mainly on self-report. They discuss the difficulties this presents in generalising findings to clinical 
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samples that are likely to have a clear psychiatric diagnosis. Similarly to samples used in 
depression outcome studies, the numbers are very small, again limiting general isability. Stanley 
and Novy (2000) also comment upon the minimal length of interventions offered (4 - 10 weeks) 
and conclude that this does not represent the "well-developed, integrative treatments that have 
been demonstrated effective in clinical trials with younger adults" (Stanley & Novy, 2000, p. 198). 
Laidlaw et al. 's (2003) review of King and Barrowclough's (1991) study summarises the finding 
that standardised individual CBT treatment offered to participants is comparably effective to 
pharmacotherapy. Laidlaw et al (2003) discuss the fact that seven patients receiving CBT in this 
study improved, having previously experienced no benefits from the treatment of their anxiety with 
pharmacotherapy. Radley et al. (1997) aimed to evaluate CBT in a group setting and found a 
moderate effect size on pre and post-treatment measures (Stanley & Novy, 2000). Swales et al. 
(1996) found a larger effect size on pre and post-treatment measures evaluating CBT in an 
individual context. However, the above three studies have very small sample sizes and lack an 
experimental control group from which to make comparisons (Stanley & Novy, 2000). 
Barrowclough et at. (2001), Stanley, Beck and Glassco (1996) Stanley et al. (2003) and 
Wetherell, Gatz and Craske (2003) all include an experimental control group and have larger 
sample sizes. Stanley, Beck and Glassco (1996) compared the efficacy of CBT to a nondirective, 
supportive psychotherapy (SP) administered in a group setting. Samples were recruited through 
the community and selected if they met the DSM-III-R criteria for GAD. Exclusion criteria included 
serious medical conditions and cognitive impairments (Mini Mental State Examination (MMSE) 
>22). The results indicated significant improvements for both CBT and SP. No significant 
difference was found between the two groups at six-month follow-up. Stanley, Beck and Glassco 
(1996) comment on the inconsistency between this finding and outcome studies with younger 
adult populations where CBT is found to be superior to non-directive psychotherapies. Stanley, 
Beck and Glassco (1996) note that the outcome studies evaluating CBT effectiveness against 
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non-directive therapies in younger adult populations, use individual treatment modalities and 
suggest further research is needed to evaluate the potential of this factor in moderating outcome. 
Barrowclough et al. (2001) used a randomised control trial to evaluate the effectiveness of CBT 
compared to Supportive Counselling (SC) in older people presenting with an anxiety. The majority 
of their participants were recruited from primary care clinics and met the DSM-IV diagnostic 
criteria for a wide range of anxiety disorders including PD, agoraphobia, social phobia, GAD and 
ADNOS. The authors point out that whilst the heterogeneity of their sample makes it difficult to 
evaluate the effectiveness of treatment for each specific disorder, the sample are however, much 
more representative of those presenting in 'real world' clinics. Exclusion criteria prohibited the 
inclusion of participants with cognitive impairment (MMSE > 24). Treatment was delivered in a 
'real world' setting, primarily in patients' own homes, and in an individual format. The results 
indicated that both CBT and SC were effective in reducing self-rated anxiety and depression 
symptoms, with CBT showing superiority that was maintained at twelve-month follow-up. 
However, 'end-state functioning', which indicates the minimal presence of symptoms that would 
be in the expected range for the general population (Beck Anxiety Inventory > 10; Beck 
Depression Inventory > 10), no significant difference was found. The authors conclude that the 
results of this study provide evidence for the effectiveness of individual CBT treatment modality in 
alleviating symptoms of anxiety in older people. The authors discuss how their treatment 
emphasised cognitive techniques and had not been modified to include greater use of behavioural 
techniques with older people as recommended by authors cited in their study, Stuer and 
Hammen, (1983). 
Stanley et al (2003) compared the effectiveness of CBT to a minimal contact control group (MCC) 
with a sample of older people meeting criteria for a DSM-IV diagnosis of GAD. The outcome 
indicated significant improvement on symptoms of anxiety in both clinician and self-rated 
measures for the CBT group compared to MCC. However, as with Barrowclough, et al's (2001) 
findings, measures of 'end state functioning' for the CBT group were low for both post treatment 
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and follow-up. Although Stanley et al. (2003) achieved a large effect size (d = 0.74) from CBT 
group intervention relative to MCC, it is of note that MCC is not an alternative treatment but 
similar to a WL control and therefore limits the efficacy findings. 
In Wethererell, Gatz and Craske's (2003) study similar results were obtained. Older people with a 
principal diagnosis of GAD were randomly assigned to a CBT group, a discussion group (DG) or a 
WL. When outcome of CBT intervention was compared to WL, CBT was highly superior on a 
number of clinician and self-rated anxiety measures both post treatment and follow-up. However, 
when outcome of CBT was compared to DG, the authors found a significant difference on only 
one measure of worry and no significant differences between the two interventions at six-month 
follow-up. 
Mohlman et al. 's (2004) study aimed to evaluate the effectiveness of an enhanced version of CBT 
(ECBT) compared with standardised CBT against a WL control in a sample of older people with a 
DSM-IV diagnosis of GAD. ECBT included the additional components of learning and memory 
aids. In both the CBT and ECBT groups, participants received 13 weekly sessions followed by 
monthly booster sessions for six months. For those participants receiving standardised CBT, 50% 
were free of clinician rated GAD symptoms after 13 weeks compared to 31% of the WL controls. 
This was a non-significant result. At the end of the six monthly booster sessions, 86% of the CBT 
group was symptom free indicating a significant drop in symptoms, not found with the WL group. 
For the ECBT group, significant reductions in self-rated and clinician-rated anxiety symptoms at 
post treatment were calculated. This was also the case at follow-up. However, the authors note 
that the "improvements on psychometric scales in both studies was somewhat modest relative to 
what is typically seen in younger GAD samples" (Mohlman et al., 2004, p. 78). The study also 
lacked an alternative treatment control on which to evaluate the efficacy of ECBT and CBT 
compared to other therapies. Nevertheless, the authors conclude that the results from this study 
support the finding that older people may gain increased 
benefit from adapting CBT to meet their 
needs. 
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Discussion 
Evidence from the literature supports the view that older people do benefit from therapy. 
However, contrary to Zeiss and Steffen's (1996) belief that CBT should be an equally efficacious, 
if not superior treatment modality for both younger and adult populations in the treatment of 
anxiety and depression; meta-analytic reviews and outcome studies do not support this to be the 
case. CBT has not demonstrated superiority over other treatment modalities with sufficient 
methodological rigour (Laidlaw et al, 2003). Research has also found that despite the 
hypothesised advantages of conducting CBT in a group setting, therapy is more effective when 
offered individually. 
However, findings from meta-analysis and individual outcome studies should be interpreted 
cautiously as a number of limitations of using this approach have been raised. Of continued 
debate in the literature is the value of conducting research using homogenous, convenience 
samples that are not representative of clinical populations (Tarrier & Callum, 2002). Only a 
minority of studies reviewed recruited samples likely to be found in 'real world' clinical settings. 
Even in these studies, exclusion criteria still prohibited the recruitment of participants with a high 
degree of cognitive impairment. Yet they represent a significant proportion of people referred to 
Community Mental Health Teams (CMHT). Also common to studies investigating the efficacy of 
treatments of both depression and anxiety, is a lack of participants from ethnic minorities. It is 
likely that older people from these backgrounds encounter sufficiently more barriers in accessing 
and participating in therapy (Laidlaw et al., 2003). How far CBT and other therapy modalities can 
overcome these barriers has yet to be established. 
Continued research is needed both to further evaluate the effectiveness of different treatment 
modalities and to clarify issues raised above. If research findings continue to support the view that 
CBT is no more efficacious in treating anxiety and depression in older people than other treatment 
modalities, this would prove to be a different findings from that reported in the research literature 
for younger adult populations. There may be a number of reasons why this might be the case. For 
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the purpose of this essay, discussion will focus on my own personal reflections of working with 
older people in CMHT setting. 
In this placement, I have found myself drawing much more upon basic counselling skills such as 
emphatic listening, reflecting and summarising, than I have in my younger adult placement. From 
my limited experience of working with older people, I have found that when I 'socialise' clients to 
the CBT model early on in therapy, I have often met with a degree of resistance. This may reflect 
my developing skills in this area and a more experienced clinician might not have met with such 
resistance. However, I have found that when I have adapted my style to include a greater degree 
of emphatic listening / reflection, taking a much more interpersonal stance, therapy has felt to 
have progressed more smoothly with clients expressing more positive experiences. 
Along with this experience, I have found myself reflecting on the finding that therapy offered 
individually is found to be more efficacious than therapy offered in a group context. I have 
wondered whether the 'vehicle of change' in therapy with older people is less down to the specific 
techniques, but more to the therapeutic relationship developed between client and therapist. It is 
perhaps easier to establish rapport and build trust in a 1: 1 relationship than in a group context. A 
greater use of interpersonal skills perhaps also aids the development of a positive therapeutic 
relationship, possibly more so than the specific techniques of CBT. The finding that clinicians with 
specialised training in working with older people are associated with greater efficacy may also 
reflect their greater awareness of the issues faced by older people and a greater sensitivity to 
their needs. This again will facilitate the development of a trusting, therapeutic relationship. As will 
the modification of therapy to include the use of memory and learning aids if necessary. 
I have also questioned whether the techniques in CBT represent meaningful constructs to older 
people, who are perhaps less concerned with the 'quick fix' of changing 'automatic negative 
thoughts' and are more concerned with developing a greater understanding of 
the existential 
issues they face as a result of their particular life stage. A qualitative approach to researching 
the 
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helpfulness of different treatment modalities in alleviating symptoms of depression and anxiety 
may shed light on the specific components that act as casual mechanisms of change. An 
exploration of the perceived benefits from an older person's perspective may open up new ways 
of understanding the therapeutic process, perhaps providing greater evidence for integrating 
different treatment modalities that may better reflect the richness and complexity of a long lived 
life. This approach might also shed light on the personal experiences of older people from ethnic 
minorities, who's experience of ageing in the UK may be different in important ways from 
indigenous older people, treatments can then be adapted to meet their specific needs. 
Conclusion 
Overall, a review of the literature suggests that further research is needed to determine the extent 
to which different treatment modalities are effective and perhaps more importantly, why? 
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OVERVIEW OF PLACEMENT EXPERIENCE 
Core: Adult Mental Health Placement 
Dates: 16th October 2002 - 28th March 2003 
Supervisor: Dr Jelena Manojlovic, Clinical Psychologist 
NHS Trust: South West London and St. George's Mental Health NHS Trust. 
In this placement I gained experience of working with adults presenting with a variety of mental 
health difficulties within a CMHT setting. I developed a greater awareness of diversity issues in 
working with adults of differing ages, gender, ethnicity, religious persuasion and sexual 
orientation. I used a range of assessment tools including clinical interviews, standardised 
questionnaires and neuropsychological tests. My formulations were mainly guided by CBT theory, 
integrated with Systemic ideas. I also utilised a Schema Focused approach when working with a 
client whose difficulties stemmed from childhood trauma and presented with more complex 
mental health difficulties. 
Core: People with Learning Disabilities Placement 
Dates: April 2003 - September 2003 
Supervisor: Dr. Ross Ware, Clinical Psychologist 
NHS Trust: South West London and St. George's NHS Trust 
This placement provided experience of working within a CMHT for people with mild to profound 
learning disability; presenting with a range of difficulties such as challenging behaviour, dementia, 
autism, overeating, grief and loss. In assessments I used standardised tools, clinical interviews 
(both with clients and care staff), and arranged a `vulnerable adults meeting' for a client 
considered at risk of harm. Interventions were guided by a range of models, including behavioural 
theory and attachment theory. Interventions included direct work with individual clients, group 
work and consultation with care staff. I also planned and presented a half day workshop with my 
supervisor on working with people on the Autistic Spectrum to multidisciplinary staff members. 
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Core: Child and Family Placement 
Dates: October 2003 - March 2004 
Supervisor: Dr. Angel Adams, Clinical Psychologist 
NHS Trust: South West London and St. George's NHS Trust 
This placement provided experience of working with children and their families in a Tier Three 
CMHT. Behavioural, cognitive, systemic and narrative approaches provided a framework for 
assessment, formulation and intervention. Young people presenting with a range of difficulties 
including problems with managing anger, Asperger's syndrome, anorexia nervosa, emotional 
problems following trauma and child protection issues. Interventions involved direct work with 
clients and also with parents. I co-facilitated of a weekly CBT group for managing symptoms of 
anxiety and depression with female adolescents. I also gained experience working with team 
members in a specialist ADHD clinic. Comprehensive assessments included family and school 
observations, clinical interviews and standardised measures. I also attended multi disciplinary 
case consultation meetings. 
Core: Older Adult Placement 
Dates: April 2004 - September 2004 
Supervisor: Dr. Farzad Shamsavari, Clinical Psychologist 
NHS Trust: South West London and St. George's NHS Trust 
The placement setting included both psychiatric inpatient wards and in the community. 
Assessments and interventions were mainly guided by CBT and systemic formulations. Clients 
presented with psychological difficulties in areas related to change and loss following dementia / 
severe physical illness, depression, anxiety and relationship difficulties. Assessment included 
neuropsychological testing in diagnosing and distinguishing different dementias / memory 
problems. Interventions also included `life review' work in helping clients to place current 
difficulties within a broader perspective of a life well lived. Interventions 
included direct work with 
clients, their partners / carers and consultation with staff. 
I also co-facilitated a CBT group for 
managing depression and anxiety. 
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Specialist Placement: Looked after children I forensic 
Dates: October 2004 - March 2005 
Supervisor: Dr. Sinead Marriott, Clinical Psychologist 
NHS Trust: South London and the Maudsley NHS Trust 
In this placement, I worked with adolescent males residing in a Children's Home, comprising of 
both secure and open units. Children 'in need' are referred to the home via the courts and 
referrals are country wide. Many of the young people had suffered abuse / neglect and presenting 
with complex needs and multilayered difficulties. Assessments, formulations and interventions 
were mainly guided by attachment theory and within a wider psychodynamic framework. 
Assessments involved both one-to-one interviews / standardised measures with the young 
person, as well as gathering information from their carers, social workers, youth offending officers, 
etc. Interventions included individual sessions as well as group sessions where I co-facilitated an 
'anti-bullying' group and an art psychotherapy group. I presented complex cases to the mental 
health team and also presented teaching on PTSD to non-mental health professionals. 
Specialist Placement: Traumatic Stress 
Dates: April 2005 - September 2005 
Supervisor: Dr. Ian Robbins, Clinical Psychologist 
NHS Trust: South West London and St. George's NHS Trust 
In this placement I worked with clients presenting with PTSD following their exposure to a range 
of traumatic events such as road traffic accidents, physical and sexual assault, and refugee 
experiences including witnessing human rights atrocities and experiencing torture and rape. 
Clinical interviews and standardised measures were used in assessments. Formulations and 
interventions followed mainly a CBT approach - such as Ehlers and Clark's cognitive model of 
PTSD as well as considering more systemic / distal influences as outlined by Herman, particularly 
when working with refugee populations. In this placement I was able to engage 
in joint work with 
colleagues as well as working individually. I also attended weekly team meetings where new 
referrals were discussed and complex cases were presented. 
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SUMMARY OF THE ADULT MENTAL HEALTH CASE REPORT 
The assessment and treatment of a 52 year old man presenting with obsessive-compulsive 
disorder. 
Main Presenting Problem 
Mr Patel described experiencing intrusive thoughts and images, the content of which he believed 
were 'dirty' and offensive to his Muslim faith. He described a history of worrying thoughts and 
intrusive images since childhood. Mr Patel moved to the UK in 1982 and first sought treatment in 
1996. He was diagnosed with Obsessive Compulsive Disorder (OCD) and prescribed medication. 
Over the next four years, the intrusive thoughts intensified and Mr Patel became increasingly 
depressed by his condition. 
Assessment Procedure 
The assessment interview was guided by the cognitive model for OCD as outlined by Salkoviskis, 
Richards, & Forrester, E. (2000). Psychometric tests included the Beck Depression Inventory II 
(BDI II); the Beck Anxiety Inventory (BAI); Obsessive Compulsive Inventory (OCI); Responsibility 
Attitude Scale (RAS) and the Responsibility Interpretations Questionnaire (RIQ). The results from 
the above assessment indicated OCD symptoms were within the severe range. 
Formulation 
A formulation based on CBT principals was used to link theory to practise. Mr Patel described 
growing up in a strict Muslim community and witnessing people being stoned to death for their 
'sinful behaviour'. Overtime he said he became preoccupied with images and thoughts of sinning 
and he worried that he too would also be condemned. These early experiences are thought to 
have influenced the development of Mr Patel's attribution of excessive responsibility for the 
occurrence and content of his unacceptable intrusive thoughts. The death of his parents and a 
recent diagnosis of multiple myeloma, may have precipitated an increased sense of responsibility 
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and heightened anxiety. Mr Patel's OCD symptoms were maintained by ongoing attributions of 
responsibility for the occurrence and content of his intrusive thoughts and his covert neutralising 
behaviours, such as trying to only think good thoughts and replace bad images with good, 
therefore increasing the saliency of the intrusive "bad" thoughts and images. 
Intervention 
The initial stages of intervention focused on socialising Mr Patel to the Cognitive Behavioural 
Therapy (CBT) model of OCD. An exploration of the meanings Mr Patel had attached to his 
intrusive thoughts and images was carried out and a vicious circle illustrating how symptoms of 
OCD were being maintained was completed in collaboration with Mr Patel. Intervention focused 
on cognitive restructuring techniques, such as the use of Socratic questioning to challenge 
negative attributions concerning his perception of responsibility for thinking 'bad thoughts' and 
causing harm as a consequence of thinking these 'bad' thoughts. Mr Patel engaged in 
behavioural experiments to test out what would happen if he refrained from using neutralising 
behaviours (such as trying only to think good thoughts) and to record and monitor the outcome. 
Mr Patel also engaged in a behavioural experiment, which involved speaking to his Mullah and 
asking if Allah would condemn him for thinking `bad' thoughts. Unfortunately, the Mullah could 
neither confirm nor disconfirm Mr Patel's belief. He spoke of not being in a position to judge and 
did not want to offend Allah by attempting to do so. Mr Patel was encouraged to weigh up the 
pros and cons of holding onto his 'fixed' beliefs concerning his perceptions of responsibility and 
harm versus more adaptive beliefs developed through the use of Socratic questioning. 
Outcome 
A repeat of the assessment measures indicated minimal reduction in OCD symptomatology. Mr 
Patel reported some positive changes, for example, he said he was able to complete his prayers 
and could spend longer periods reading the Koran. He reported an increased ability to refrain 
from engaging in neutralising behaviours whilst attending to these activities. Mr Patel said that 
he 
felt the therapy had benefited him in that he felt a "little easier" in himself. The possibility that there 
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was another explanation for his difficulties, other than being a "bad" and "sinful" had helped with 
this. Mr Patel said he had found CT much more helpful than receiving just medication and 
expressed a wish to continue with CT in the future. 
It was only possible to offer Mr Patel eight sessions of CBT within the Service. Due to the 
chronicity of his OCD symptoms and Mr Patel's preference for continuing with therapy in addition 
to medication, he was referred on to a Specialist CBT Unit and offered a further 20 sessions in 
continuing to address his difficulties. 
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SUMMARY OF THE PEOPLE WITH LEARNING DISABILITIES CASE REPORT 
Assessment and intervention with a 43 year old woman referred for `compulsive eating' 
using Attachment Theory 
Main Presenting Problem 
Miss Andrews was a 43 year old woman with a learning disability, living in supported 
accommodation for people with mental health problems. Her Key Worker from her Home 
expressed concern regarding Miss Andrews "compulsive eating". Following the assessment, other 
areas of concern were identified including Miss Andrews' difficulties with separating from her 
parents and her key worker (often leading to aggressive behaviour); bullying and sexual assault 
by peers; loss and bereavement issues following the death of her aunt and close friends at the 
Learning Centre; and her withdrawal from previously enjoyed activities. 
Assessment Procedure 
Face to face clinical interviews were completed with Miss Andrews, her parents and staff 
members involved in her care. The Assessment process was informed by Prosser and Bromley's 
(1998) guidelines for interviewing people with learning disabilities and their carers. As a result of 
the above assessment, a "Vulnerable Adults Meetings" was arranged to address the specific 
issue of sexual molestation from a named peer. 
Formulation 
Formulation was informed by Holmes' (2001) "Brief Attachment Based Intervention" (BABI). The 
BABI identifies "Six Domains" from Attachment Theory which provide a framework for 
understanding psychological difficulties and guiding clinical interventions. 
Mrs Andrews lived with her parents until she was 40 years of age. She described a very close 
relationship and described how her parents had been very involved in helping 
her with decision 
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making throughout her life. Mrs Andrews' spoke of how her parents had taught her to cook and 
were very proud of her achievements in this area. These early experiences were considered 
important in influencing the development of internal models regarding the self as 'dependent' and 
the development of a strong food schema / object relationship. 
Miss Andrews' had encountered a number of stressful / traumatic events including being bullied 
by peers, sexual assault, the death of her favourite aunt and the death of close friends from her 
learning centre. These events triggered an increased awareness of her own vulnerability and of 
her parents' mortality. It was hypothesised that food and the experience of eating represented to 
Miss Andrews' an attempt to obtain an internal secure base experience, helping her to regulate 
distressing affect. Miss Andrews' continual need for her internal secure base experience 
(preoccupation with food) in light of ongoing stressors in her life, precluded her ability to engage in 
other more rewarding behaviours. Perceived threats to Miss Andrews' attachment figures resulted 
in aggressive outbursts as she attempted to repair / maintain those attachment bonds. Miss 
Andrews spoke of avoiding issues of loss. She kept photographs of her aunt faced downwards so 
she would not be reminded of her death and appeared to lack an internal representation of her 
attachment figures that may have helped her to cope with separation and loss. 
Intervention 
Intervention followed closely the ten BABI sessions outlined by Holmes (2001). The removal of 
ongoing threat (e. g. bullying by peers, sexual molestation) was seen as a key factor in reducing 
feelings of anxiety and distress. Miss Andrews was helped to develop a "First Aid Kit" of self 
soothing strategies including talking to staff and taking care of the House Managers dog. Miss 
Andrews demonstrated her angry feelings most prominently at times of separation from her 
parents. Intervention centred on developing an "internalised representation" of her parents and 
other attachment figures. Miss Andrews explored the ways in which her parents and Key 
Worker 
provided her with support, the things they said and did, and aimed to replicate these self soothing 
strategies for herself. In helping Miss Andrews to explore feelings of grief 
in relation to her Aunt, a 
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guided grief model was used (Worden, 1991). In facilitating the development of an internalised 
representation of her Aunt, time was spent reminiscing on memories Miss Andrews held of her, 
such as her Aunt teaching her to dance. Intervention focused on ways in which Miss Andrews' 
could draw comfort from memories. Intervention focused on raising Miss Andrews' self esteem 
and developing a sense of herself as an autonomous person. Praise was given in recognition of 
the ways in which Miss Andrews had coped with very difficult events in her life. Frequent reviews 
of successful strategies she had adopted, aimed to develop Miss Andrews' "self model" as 
someone who could be resourceful and competent in managing her life. 
Outcome 
Intervention was successful in removing the ongoing threat of sexual molestation from her peer. 
Miss Andrews reported that staff members were successful in recognising and preventing 
inappropriate physical contact. Miss Andrews reported ongoing bullying by peers. The ongoing 
stress and anxiety resulting from the bullying was thought to have hindered Miss Andrews' ability 
to explore further alternative strategies and she continued to use food as way of gaining comfort. 
Staff reported a reduction in Miss Andrews' aggressive outbursts and said she generally 
appeared less frustrated. This may suggest that Miss Andrews' is beginning to develop an 
"internal representation" of attachment figures and this is perhaps helping her to cope with 
feelings of distress more effectively. Whilst intervention appeared to help in building Miss 
Andrews' self-esteem (reports that she was much happier), she still remained very dependent on 
the self-soothing strategy of eating and remaining in close proximity to her key worker. This would 
suggest that intervention was not successful in altering significantly cognitive schemas. Ongoing 
therapeutic work was recommended to address the above and to help carers intervene 
appropriately with the bullying behaviour of others. 
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SUMMARY OF THE CHILD AND FAMILY CASE REPORT 
A narrative approach to working therapeutically with an 11 year old girl presenting with 
low self-esteem and depression. 
Main Presenting Problem 
Mr Lawson made a request for the CAMHS service to see his daughter, Sarah, as he was 
concerned about her psychological well being following her early childhood experiences of abuse 
and neglect whilst she was in the care her mother (who was dependent on alcohol). Mr Lawson 
was primarily concerned with Sarah's reluctance to talk about her past experiences, her low mood 
and her difficult relationships with peers. Sarah reported that her main worry concerned ongoing 
bullying by peers at school and her sad feelings that she related to memories of living with her 
mother. 
Assessment Procedures 
Clinical interviews were conducted with both Sarah and her father. Sarah also completed the 
Child Depression Inventory (CDI) and the Culture Free Self-Esteem Inventory (CFSEI). Sarah's 
father completed the Strength and Difficulties Questionnaire (SDQ). Results from the CDI and 
CFSEI indicated severe depression and very low self-esteem. Results from the SDQ indicated 
difficulties in a number of areas of psychological and social functioning. 
Formulation 
In utilising a Narrative approach, consideration was given to Sarah's early experiences of family 
life and how this might differ from the portrayal of family life as depicted by the media and the 
development of dominant discourses on how family life should be within society. Mothers are 
depicted as warm and nurturing, constantly available and giving love unconditionally. Fathers are 
usually the 'breadwinners' and are not usually seen as the main carers. Sarah appeared to have 
made sense of her different experience of family life in believing her mother to be all 
bad ('evil') 
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and her family as 'weird'. She also spoke of believing that she too was 'weird' and 'abnormal'. 
Sarah's black and white thinking style (in keeping with her developmental stage) limited the 
development of alternative more positive descriptions of her mother, her family and her self, that 
may have fostered more positive feelings. Sarah's narrative account of her early experiences was 
thought to have predisposed her to experiencing low mood and low self-esteem. Her experiences 
of being bullied at school were thought to have precipitated increased feelings of low self-esteem 
and sadness and were thought to be maintained through her 'problem saturated story' regarding 
her early experiences. In formulating the nature of Sarah's difficulties, attention was also given to 
'exceptions' whereby low self-esteem did not appear to have such a debilitating affect on Sarah, 
for example, in achieving good grades at school and in her ability to maintain a positive 
relationship with her father and brother. 
Intervention 
Intervention aimed to revise Sarah's problem saturated story and to co-create an alternative story 
in which the influence of low self-esteem would be reduced and possibilities for change created. 
Interventions followed the guidelines outlined by Morgan (2000). 
Sessions focused on deconstructing the meaning Sarah had attached to her mothers' behaviour 
and the labels 'alcoholic' and 'mentally ill'. Sarah believed that these labels meant her mother was 
bad and did not care about her. Externalising conversations helped to distance Sarah's mother 
from her problems. An alternative story was created in which her mother's problem with 
alcoholism was externalised and seen as something that prevented her from taking care of Sarah. 
This alternative story allowed Sarah to remember some of the good times she had experienced 
with her mother and focus her anger on her mothers' problems, rather than perceiving her mother 
as all bad and uncaring. 
Sessions also focused on naming Sarah's problems ('Critical Carrie') and plotting their 
influence 
on her life. In looking at unique outcomes we were able to identify unique qualities 
that did not fit 
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with 'Critical Carrie'. Sarah named these unique qualities 'Strong Sarah' and was able to engage 
in a 'battle' supporting 'Strong Sarah' in overcoming the influence of 'Critical Carrie'. 
Final sessions focused on connecting Sarah with her new alternative story outside the setting of 
therapy. Letters which summarised the content of each session were sent to Sarah in the hope 
that they would act as important 'counter-documents' to the problem saturated story. An external 
object (charm necklace) was used to remind Sarah of her strong self and another counter 
document "Sarah's Seven Step's to getting Stronger" was also created. A letter was written to 
Sarah's father detailing the 'alternative story' and offering him ways of supporting Sarah in its 
continued development. 
Outcome 
Sarah reported significant improvements on the CDI falling in the 'slightly below average' range 
and she scored in the 'very high' range on the self-esteem measure. Sarah's father reported 
some improvements on the SDQ, however, his scores continued to place Sarah's perceived 
needs in the 'high' range. Sarah's reported improvement may have been influenced by her desire 
to please and to do well in therapy. The minimal change perceived by her father may reflect his 
absence from sessions and lack of involvement in the development of the alternative story. 
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SUMMARY OF THE OLDER PEOPLE CASE REPORT 
A repeat neuropsychological assessment with a 68 year old woman presenting with 
memory problems 
Main Presenting Problem 
Mrs Kumar was referred to the Psychology Service for Older People a year ago presenting with 
memory problems. Pre morbid functioning was assessed to be within the average range and 
results from neuropsychological tests indicated overall intellectual and memory functioning to be 
within the average range. Some localised difficulties with memory were identified (low average 
scores in subtests evaluating immediate visual memory and verbal delayed memory). However, 
during testing, Mrs Kumar appeared to be highly anxious and also reported some symptoms of 
depression. Although when formally evaluated, anxiety and depression scores did not reach 
clinical significance, it was hypothesised that anxiety and depression may have played a role in 
accounting for below average scores on the subtests described above. It was also acknowledged 
that the presence of co-morbid anxiety and depression does not in itself rule out the possibility of 
an organic etiology and therefore it was decided to repeat neuropsychological evaluation in a 
year's time. Mrs Kumar described ongoing difficulties with short-term memory and managed this 
by keeping a diary. She reported no difficulties with long-term memory, concentration, attention or 
carrying out daily living tasks. She described some symptoms of depression. 
Assessment Procedure 
Mrs Kumar engaged in a clinical interview aimed at gathering a personal history of the presenting 
problem and background information. She also completed a battery of tests that included the full 
Wechsler Adult Intelligence Scale (WAIS-III), full Wechsler Memory Scale (WMS-III), Controlled 
Oral Word Association (COWA), Doors and People, Beck Depression Inventory (BDI) and 
Hospital Anxiety Depression Scale (HADS). The tests described above are a repeat of the tests 
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administered a year a go so as to allow for the detection of cognitive changes overtime by 
comparing the current scores with those obtained previously. 
Assessment Findings 
Results from the tests indicated no significant changes in Mrs Kumar's general level of cognitive 
functioning as indicated by the Index Scores on the WAIS-III. Mrs Kumar continued to function 
within the average range. A significant decline in memory function was observed on the WMS-III 
on the Index Scores for both Immediate and General Memory. This indicated a significant 
deterioration in Mrs Kumar's ability to learn and retrieve new information, fitting with her subjective 
experience of short term memory difficulties. Mrs Kumar showed impairment in both immediate 
and delayed memory, over and above working memory (particularly when the assessment of 
working memory involved the ability to store and retrieve visual information as well as verbal). 
Results from the Doors and People battery test indicated significant difficulties with the storage 
and recall of verbal information, particularly when no clues are present. Mrs Kumar was better 
able to attend to and retain information that was presented visually. 
Formulation 
The results from the tests indicated the presence of an organic deterioration. Mrs Kumar's 
medical history, which includes diabetes and arteritis, as well as a family history of hypertension 
and stroke, place her at increased risk of vascular disease. People with vascular dementia 
commonly present with a better performance on tests of recognition as compared with recall 
alone and also perform better on working memory tasks than immediate and delayed memory 
tasks. Apathy and poor motivation, symptoms Mrs Kumar described in her interview, are also 
common in people presenting with vascular dementia. However, results from a recent CT scan 
also indicated the presence of atrophy and therefore changes in memory functioning cannot be 
ruled out as being due to a mixed type of dementia (including Alzeheimer's disease). 
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Recommendations 
A repeat CT scan was recommended in order to provide further information in determining the 
organic cause of deterioration. 
It was noted that Mrs Kumar already utilised her relative strengths in visual recognition memory 
by keeping a diary, compensating for her difficulties with verbal free recall memory. It was 
recommended that Mrs Kumar could be further supported in developing her skills in this area. 
Although Mrs Kumar did not present as clinically depressed or anxious, she did express feelings 
of apathy and poor motivation. Recommendations included the offer of cognitive-behavioural 
therapy to address this issue, particularly in the use of `activity scheduling'. 
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SUMMARY OF THE SPECIALIST PLACEMENT CASE REPORT 
An extended assessment of a young person presenting with aggressive behaviour from a 
psychodynamic perspective 
Main Presenting Problem 
Jason was referred to the Children's Home and admitted to the secure unit having a received a 
four month Detention Order from the courts for two offences: `Assault by Beating' and 
'Harassment'. Jason had suffered significant deprivation and loss following his mother's rejection 
of him in infancy, his father's death in childhood and a breakdown in continuity of care from other 
family members / statutory carers. Jason was referred to the Mental Health Team for a general 
mental health screening assessment. 
Extended Assessment Procedure 
The plan for extended assessment included the administration of standardised assessment tools: 
The Child Depression Inventory (CDI), The Millon Adolescent Clinical Inventory (MACI), The 
State-Trait Anger Expression Inventory (STAXI) and an idiographic technique (The Bag of 
Feelings) which aimed to elicit current mood states and identify areas of concern. Jason also 
engaged in a clinical interview. A professionals meeting involving Jason's social worker, youth 
offending team worker, key worker and case manager from the unit was also planned. Jason had 
had no contact with family members for at least four years and they did not attend any meetings 
Assessment also included the gathering of information from previous reports. 
Consideration was given to a number of issues that may arise during the assessment process 
when working with a vulnerable client group. Particular attention was paid to power differentials, 
boundaries and endings, communication and transference issues, confidentiality and 
containment. 
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Assessment Findings 
In the clinical interview, it was agreeed the assessment should focus on Jason's current thoughts 
and feelings about his placement and his hopes for the future. Jason said he did not wish discuss 
his early childhood experiences, particularly, his relationship with his mother. However, Jason 
appeared to find it difficult to regulate what he wanted to talk about and his answers to questions 
tended to spill out in a narrative that was not very cohesive, rapidly changing from one subject 
matter to another. Jason's anger was easily triggered, he often became upset and ended 
sessions prematurely. It became clear that in utilising an unstructured approach, this elicited 
strong affective responses that were inevitably grounded in past painful experiences, which 
appeared very difficult for Jason to manage. 
In the professionals meeting, Jason discussed his experiences of his previous placements and 
how staff had been unable to calm and settle him. Jason did not refer to any internal mechanism 
for self-soothing and appeared reliant on others to serve this function for him. 
From the standardised assessment, Jason scored highly on the MACI for two of the personality 
scales: Unruly and Forceful. He also scored within the present range for the Oppositional and 
Borderline personality scales. On the MACI's Expressed Concern scale, Jason scored highly on 
the Childhood Abuse scale, he also scored in the present range for Self Devaluation, Social 
Insensitivity and Familiy Discord scale. Jason scored highly on the MACI's Clinical Syndrome 
scale for Impulsive Propensity and Delinquent Predisposition scales. Jason did not complete the 
STAXI or CDI as planned. 
Formulation 
Reports from social services document Jason's mother as being the victim of domestic violence. 
This is likely to have impacted on her emotional and psychological well being, depleting her 
resources for adequately responding to her baby's needs. Jason in unlikely to have 
developed a 
protective internal object and instead, his internal experience is likely to 
be dominated by bad, 
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persecuting internal objects. These internal bad objects may have precipitated the development of 
an 'internal working model' in which Jason sees himself as unlovable and others as critical and 
untrustworthy. This hypothesis is supported by my observations of Jason's ways of relating to me, 
whereby I felt Jason perceived me as someone who was critical and uncaring and saw himself as 
someone unworthy of support and care. This way of relating was also evident from his scores on 
the MACI for the Forceful and Unruly subscales. 
As a result of his early object relationships, it is unlikely Jason has developed the internal 
resources to regulate strong affective states. Evidence to support this hypothesis came from my 
observations of his behaviour in clinical interviews, whereby angry and distressed states were 
easily triggered, resulting in the premature ending of our sessions, and from Jason's descriptions 
of his relationships with others whereby he is reliant on them to control his affective states 
externally. It was hypothesised that Jason uses the primitive defensive mechanism of projection 
to manage overwhelming affective states. Jason was thought to split off his unbearable feelings of 
fear, anxiety and helplessness by victimising others and identifying with his violent father as a 
powerful aggressor. This identification process was thought to help Jason gain a sense of 
mastery over his previous experiences of being a victim. Jason's difficulties were thought to be 
maintained by his negative internal representations of self and others that guide his use of 
defensive mechanisms and prevent him from forming more positive relationships with others. 
Recommendations 
Recommendations included the need for Jason to be placed in an environment that could meet 
his long-term needs for stability and security. The provision of therapy in a safe and contained 
setting with a therapist who could commit to a lengthy engagement in the therapeutic process was 
considered an essential part of his care plan. The relationship with the therapist was thought to 
provide Jason with an opportunity to develop a new object relationship, which can be internalised, 
providing a `corrective emotional experience' disconfirming previously held negative assumptions. 
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1 Introduction 
The importance of involving mental health service users in the planning and development of 
services aimed at meeting their needs has been at the centre of recent government NHS reforms. 
Recent documents have emphasised the need for services to become "patient centred" (Shifting 
the Balance of Power, Department of Health (DoH), 2002, & The NHS Plan, DoH, 2002). The 
ethos is aimed at empowering service users, encouraging active involvement in the planning and 
delivery of their care (Mental Health National Service Framework (NSF), DoH, 1999). 
The government has laid down specific guidelines for meeting these aims. "Mental Health NSF" 
(DoH, 1999) introduces new guidelines for achieving high national standards of care. Standard 
Four is specifically aimed at meeting the needs of service users with mental illness through the 
use of a "Care Programme Approach" (CPA). This provides a framework of care for people with 
mental health problems accessing Community Mental Health Teams (CMHTs). Many of the 
CMHT service users have complex and enduring needs. They frequently require the support of 
various mental health and social care professionals (Mental Health Policy Implementation Guide: 
CMHTs, DoH, 2002). The CPA is designed to facilitate CMHTs in meeting these complex needs 
by emphasising multidisciplinary teamwork and participation of service users in the planning of 
services (Building Bridges, DoH, 1995). 
The government stipulates that a necessary way of assessing whether the above standard is 
being met is through the evaluation of service users' views (Mental Health NSF, DoH, 1999). With 
this increase in demand for auditing service users' opinions, many of the studies have drawn on 
the quantitative method of large scale surveys using structured questionnaires (Williams, Coyle & 
Healy, 1998). The government has also provided an "Audit Pack for Monitoring the CPA" (2001); 
the format of this audit uses structured questions with closed responses (yes / no). 
A review of the literature suggests there is much dissatisfaction in using this approach (Tilbrook, 
1997; Jeffery, Burrows & West, 1997; Hutchings & Pope, 1998; McIver & Meredith, 1998; 
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Williams, Coyle & Healy, 1998; Truman & Raine, 2002). Tilbrook (1997) draws attention to 
particular issues pertinent to service users experiencing severe mental illness. For example, 
concentration may be impaired for some service users and this may interfere with their ability to 
respond to lengthy questionnaires and complex rating scales. 
Tilbrook (1997) acknowledges the power differentials between service users and researchers. 
Hutchings and Pope (1998) emphasise this point believing results generated from service user 
surveys may involve a positive response bias. Service users may be unwilling to express negative 
views, suspecting treatment will be withdrawn if they do so. They suggest a high proportion of 
those who do respond to survey questionnaires are those who feel positive about the service, and 
those who don't, don't respond. McIver and Meredith (1998) report on problems with sampling 
bias. Often the most disadvantaged and vulnerable service users are unable to take part, "poor 
literacy, not speaking English, and having a suspicion of forms" exclude them from voicing their 
views. 
Jeffery, Burrows and West (1997) have criticised the use of structured questions with closed 
response options as they limit service users' expression of their views. This does not sit well with 
the governments' central tenet of "person centred" services. The planning and development of 
CMHTs are perhaps based on a restricted view, if service users were able to express their 
opinions freely, the planning of services may develop in a new direction. The use of predetermined 
questions is also limiting. Jeffery et al (1997) emphasises that many questionnaire designs reflect 
the agenda of the researcher, not the service user, and therefore have limited validity. 
McIver and Meredith (1998) question whether surveys measure patient satisfaction or measure 
the government's perception of what satisfaction is? ("an artificial construct"). They believe not 
enough has been done to elicit service users own conceptualisation of what they consider to be 
important issues in achieving satisfaction with service provision. Williams, Coyle and Healy (1998) 
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believe service user audits' should use a more qualitative methodology, as does Truman and 
Raine (2002). 
The Trust Policy for the CMHT where the Trainee was employed, stipulated that "The CMHT will 
set aside regular time for audit projects to evaluate the service and targets set within the 
Operational Policy" (Burns, 2001). This is to include an audit of service users' evaluation of CMHT 
provision. 
A previous audit had been carried out in October 2001 by a member of the User Forum. The 
questions were predefined under four main categories; "Your Care Plan, The Help You Receive 
From Your Key Worker, The Help You Receive From Your Psychiatrist" and "Overall". It was 
unclear from the report how the questions were generated as they were based on a previous study 
carried out in a different locality. The responses were in the form of tick boxes - "Yes / Not Sure 
and No". From the analysis of the results, the following conclusions were drawn. "Good 
satisfaction with key worker and psychiatrist support" but a need for improved communication over 
a number of care related issues. Good understanding of "prescription and effects of medication". 
Good communication between the psychiatrist and service users. But "a higher proportion of 
clients being offered choices of treatment" is needed. The structured, predefined questions and 
closed responses are subject to the same criticisms as stated above, limiting the validity of the 
findings. 
Part One of the governments "Audit Pack for Monitoring the CPA" (2001) identifies 11 key areas 
for audit. The government believes these 11 areas reflect important areas of the service users' 
experience (information, roles, assessment, the care plan, services, reviews, risk management, 
opportunities, choice, transitions and carers). Again it is unclear how these key areas were 
generated and the design of using predefined, structured questions with closed responses again 
limits the true expression of the service user's view. 
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The research question aimed to evaluate whether the predefined areas of audit in the above study 
(Service User Forum) and the government's audit tool, adequately reflect the areas service users 
themselves consider to be important when able to voice their views freely. 
2 Method 
2.1 Design of Study 
For reasons discussed above, a qualitative method for auditing service users' views of CMHT 
provision was used. The study design is a cross-sectional, semi structured interview. 
2.2 Sampling 
16 service users from an outer London CMHT were approached to participate in the study. The 
CMHT offers "a community focused mental health and social care service to adults" who have a 
variety of mental health problems (Burns, 2001). Each participant required an "enhanced CPA". 
Evaluating views from this particular group was of interest to the Trainee's Supervisor as users on 
enhanced CPA have more complex needs and meeting them presents a challenge to the 
multidisciplinary team. Eliciting their views would therefore prove beneficial to the service 
providers. Each participant had been referred for psychological input, was currently in treatment 
and was recruited for the study via this route. Of the 16 service users approached, 12 agreed to 
participate in the study, their demographics can be seen in the Table 1. 
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Table 1: Service User Demographics 
N % 
Sex: Male 10 83 
Female 2 17 
Age Group: 25 - 34 4 33 
35-44 2 17 
45-54 2 17 
55 - 64 3 25 
65+ 1 8 
Ethnic Background: White British 10 83 
White Irish 2 17 
Marital Status: Single 5 42 
Married 4 33 
Cohabiting 1 8 
Separated / Divorce 2 17 
Employment: Yes 2 17 
No 8 67 
Sick Leave 1 8 
Retired 1 8 
Benefits: Incapacity 3 25 
Disability (DLA) 1 8 
Both 1 8 
Yes (unspecified) 3 25 
No 4 33 
Length of time under care of CMHT: 2-3 years 4 33 
5-7 years 2 17 
8-10 years 5 42 
not reported 1 8 
2.3 Interview Design 
A review of the literature above guided the design of interview questions. The Trainee aimed to 
reflect the core philosophy of a "patient centred" approach (Williams & Grant, 1998, & Tilbrook, 
1997). As the interview is semi-structured, some of the areas identified for evaluation were partly 
generated by the Trainee. However, the aim of the questions was not to identify whether certain 
factors exist, for example, "Do you have a Key Worker?........ yes / no" but to elicit an 
understanding of the meaning the service user attaches to the term 
"Key Worker". A copy of the 
interview can be seen in Appendix A. 
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2.4 Procedure 
The Trainee and her Supervisor met with the Manager from the Service User Forum to discuss 
the study. Organising a focus group was unnecessary as service users would have the opportunity 
to discuss issues they considered to be important within the interview setting. However, it felt 
useful to discuss the purpose of the study and its qualitative methodology. The Manager 
expressed his support for the study but raised concerns as to what would happen to the 
information once the study was completed. He felt service users participated in many studies but 
this had little effect on service provision. Reassurance was offered that every effort would be 
made to ensure dissemination of the results happened not only to team members but also to 
those responsible at a strategic level for the planning of the service. A question in the interview 
asking service users what they thought about participating in the study was included. 
The Trainee planned to conduct the interviews herself; however, due to time constraints, her 
Supervisor also completed interviews. Prior to beginning each interview, an explanation of the 
purpose of the study was given. Interviewers emphasised to service users that they were under no 
obligation to participate in the study and could withdraw at any time. Service users were also 
informed that participation in the study would not affect their current programme of care. Individual 
responses would remain confidential to the interview setting, over all findings would be 
disseminated to the CMHT. 
Both interviewers took into consideration issues related to interviewing service users with severe 
and enduring mental health problems as outlined by Tilbrook (1997). 
Content analysis of the interview data was used to identify areas related to service user 
satisfaction and was then compared to those identified by the previous audit and the areas 
identified by the government's evaluation of CPA. Inter-rater reliability = 80.2% (Appendix, B) 
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Copies of the report will be given to the Supervisor for feed back to the CMHT. Service users will 
also be informed that they can obtain a copy, and thanked for their participation in the study. 
3 Results 
A detailed content analysis from the results of each interview question can be found in Appendix 
C. Due to the constraints of the word length, selected questions and examples of responses will 
be reported on in answer to the main hypothesis. 
Primarily, the attitude of professionals and the quality of the relationship service users have with 
professionals, appeared to be of most value. This can be seen in Table 2. 
Table 2: Valuing Relationships with Staff 
Questions Examples of responses No. of 
responses 
Question 2 The people working with you, very caring, very 4 
Likes about CMHT professional, very nice, flexible 
The help / care I received - 3 
Dislikes Not liking some of the team members 1 
Staff too much on your case 1 
Not in touch for long periods 1 
Not always available when you need them 1 
Question 7 Some nurses were not nice, did not care, did not 
Dislikes want to help, no respect, want you out as soon as 7 
about Inpatient service possible. 
Question 12 Professionals don't take me seriously enough, do 
Thoughts about over all not understand how I feel 1 
treatment 
Question 13 Need professionals you have now but in addition, 
What are the most important people to help you with practical, day to day living. 4 
things to include in a CMHT? 
People who will care more about you as a person, 
respect, trust, choice, being valued, feeling equal. 
2 
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The majority of patients expressed satisfaction with the overall treatment they received. They 
appeared to most value the degree of choice over the types of therapy they received and access 
to professionals (See Table 3). The types of therapies service users said they would like more of 
again reflects the importance of relationships, not just within the hospital setting but also outside of 
that setting (See Table 4). 
Table 3: Valuing Choice and Access to Therapies 
Questions Examples of responses No. of 
responses 
Question 12 
Thoughts on overall treatment Have always had access to the people / services I 4 
need, choices of therapy, feel satisfied 
Have always had choice, nothing forced on me 1 
Like flexibility 1 
Good services are under one roof 1 
Table 4: The Importance of Relationships within and outside the Hospital Setting 
Questions Examples of responses No. of 
responses 
Question 12 
Sorts of therapies would like Would like more psychology- good to talk about 2 
more or less of. how to manage my life and symptoms 
Like practical help 2 
Like access to people to talk to 2 
Would like to see someone outside of the hospital 2 
setting, visits at home, go for coffee, help me to 
get out more. 
What's missing from your More practical help, day to day living 3 
CMHT 
Someone to be more like a friend 1 
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In terms of individual professions, each participant expressed an understanding of the role of 
professionals they were involved with and valued particular aspects of that role. However, service 
users expressed mixed views about the role of their key worker. Three did not know who their key 
workers were, and five negative comments were expressed about the role of the key worker, 
ranging from perceiving their key worker as "no different to any other professional", to not "very 
useful" (Question 11, Appendix C). 
Participants expressed less understanding or interest in the role of the CPA. Three participants 
had not heard of the term, three felt it was meaningful concept for staff but of little or no relevance 
to them. For example, "professionals need it to cover their back if they have not done something 
properly or in case something goes wrong". Six participants commented on the "Meetings" which 
happen as a result of the CPA and four found these meetings "uncomfortable" or "unhelpful" 
(Question 10, Appendix C). 
There were mixed responses to how service users felt about participating in the study. Three 
expressed positive views, hoping the findings would address "weak areas of the service". One felt 
it would make no difference, "it is only there so that you people can show how you care when 
really you don't". Only three participants expressed hope that their views might influence the 
development of the service and five didn't think participating in the study would influence 
development of the service very much or at all (Question 16 & 17, Appendix C). 
Examples of interviews completed can be seen in Appendix D. 
4 Discussion 
Whilst this study used qualitative methodology which aimed to increase content validity, its limited 
sample resulted in decreased external validity. The results may only generalise to other cohorts of 
service users matching the same demographics illustrated in Table 1. 
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The findings may also have limited validity as a result of interview bias. The Trainee felt service 
users may have restricted their responses when interviewed by the Supervisor whom they were 
currently in treatment with (for fear of how this might impact on future therapeutic work). However, 
it is also possible, that having established a trusting, therapeutic relationship in treatment, service 
users felt more at ease in expressing their views. The degree to which the above may have 
influenced responses is difficult to determine. Clients did feel free to criticise aspects of CMHT 
provision, including that of the psychology, the role and the effectiveness of psychological 
treatment (Appendix C). 
Service users also openly criticised the current study. For some, the interview process was 
experienced as "tiring", "difficult to concentrate" and "questions repeat themselves". The Trainee 
feels the interview can be greatly improved upon by reducing the number and type of structured 
questions. Those questions aimed at evaluating particular standards of CPA provision, did not 
seem to reflect the service users' subjective experience of the CMHT and can therefore be 
omitted. 
This particular cohort of service users expressed markedly different opinions to those audited by 
the Service User Forum. Service users in this study appeared to value most the relationship they 
shared with staff members. This differed from the "good satisfaction with key worker" previously 
identified, as many service users did not know who their key worker was or expressed 
dissatisfaction with their role. Service users seemed to value particular qualities attached to staff 
members, regardless of their professional background. Feeling "listened to", "understood", 
"supported" and "respected" were words frequently used when service users talked openly about 
their likes regarding service provision. Indeed, in the area of service provision most disliked by 
service users (inpatient treatment), these qualities were notably absent and poor relationships with 
staff are seen to exacerbate high levels of distress service users already experienced 
due to the 
acute phase of their mental illness. The closest area identified 
by the government to evaluating the 
above, falls under "Services". However, the questions are mainly concerned with 
what 
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professionals do, for example, "visits are on time / punctual" rather than on the qualitative nature 
of that relationship. 
Service users expressed satisfaction over the degree of choice they exercised in the planning and 
development of their care. The results differed from the Service User Forum's audit, where many 
of their participants expressed dissatisfaction. In the government's audit tool, "Choice" is a key 
area identified for audit. However, when participants in this study were asked less structured 
questions about service provision, the degree of choice over treatments was not raised as an 
issue. 
When prompted (question 12), the choice of therapies service users would like more of included 
practical, day to day help. This need was also identified in response to other questions (13 & 15). 
The role of "befriender", out side of the hospital setting appears to be missing in the 
multidisciplinary make up of the CMHT. Therefore, this is not an area identified for audit by the 
government and would have been missed if a more structured approach had been taken. 
The less structured question used to evaluate the CPA elicited no positive comments. Many of the 
service users understood that the implementation of the CPA resulted in meetings with 
Multidisciplinary Team members and these were often experienced as "uncomfortable". This 
information can be used to enable service providers to find a more conducive way of 
communicating important aspects of care to service users. However, it is perhaps less useful to 
audit service users on the details of CPA provision as outlined in the government's tool for 
monitoring CPA under "The Care Plan". Service users appeared less interested in the details of 
whether particular strategies of CPA were present (e. g. key worker) but more 
interested in it's 
overall effectiveness, is it helping?, and, if so, what areas of help are most valued? 
(e. g. positive 
relationships with staff). The Trainee feels that it is perhaps important to audit staffs experience 
/ 
commitment to the CPA, as she feels it is a valuable 
tool for fostering effective working 
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relationships with service users discussed above. But to audit service users on particular 
mechanisms is perhaps unnecessary. 
The results from interview questions regarding service users' thoughts about participating in the 
study raised important issues (Appendix B). The expectation that service users will continue to 
participate in audits, when experiencing this process as a pointless exercise of NHS bureaucracy, 
is unrealistic and unfair. The Manager of the Service User Forum raised this issue, and 
unfortunately, his concerns have been echoed in the findings of this study. If service users are to 
be prevented from becoming further disillusioned with the governments' policy of placing service 
users at the centre of the planning and development of their care, then the findings from studies 
like this need to be actioned. 
The Trainee feels that many of the areas identified in the governments audit tool for monitoring the 
care programme approach are not meaningful to service users. Indeed, areas identified in this 
study, such as needing a role of "befriender", would have been missed altogether, if audit had 
stuck to the predefined areas previously discussed. Audits using qualitative methodology can 
provide a richer source of information allowing for more creative planning of services based on 
what service users feel they need and value most. 
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Appendix A 
Blank Copy of Interview 
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A community mental health service: the service users view 
Interview 
1. Can you tell me how you came into contact with the CMHT? 
2. What can you tell me about the CMHT? / what do you like / dislike 
3. Before the development of the CMHTs, did you spend any time in the long stay, 
psychiatric hospital? 
What was your experience? 
How does it compare to community services? 
4. Which members of staff have had contact with on the CMHT? 
5. Do you know which profession they are from? 
What was your experience of working with this person? 
How do you value their role? 
What did you dislike? 
6. Do you access other voluntary / private sector services? 
What was your experience of this? 
What did you like / dislike? 
7. Have you had contact with inpatient psychiatric services? 
What was your experience of this? 
What did you like / dislike? 
8. What was your experience of being discharged from the inpatient psychiatric service? 
9. what are your thoughts about possibly being readmitted to an inpatient psychiatric ward? 
10. Have you heard of the term "Care Programme Approach"? 
What are your thoughts on this? 
11. Have you heard of the term "Key Worker" or "Care Co-ordinator"? 
What are your thoughts about working with this person? 
12. What do you think about the overall treatment you have received from the CMHT? 
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What sort of therapies have you had access to? 
Which would you like more or less of? 
13. If you were to design your own CMHT, what do you think are the most important things to 
include? 
14. Do you think you have a say in how your treatment develops? 
(A choice of therapies, medication, discharge planning, crisis intervention etc) 
15. What do you think is missing from your CMHT? 
16. What do you think about participating in this study? 
Is it a good or bad thing? 
17. How far do you feel your views influence the development of the service? 
Patient Demographic 
Male / Female 
Age 
Ethnic Background 
Marital Status 
Lives with 
Accommodation 
Employment 
Benefits 
1'F 
ýi' 
pq, 
wf 
p., 
T 
II: 
f, 
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Appendix B 
Inter-rater reliability 
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Inter-rater Reliability from the Content Analysis 
of Research Questions Used in the Interview. 
Question 2 
"What can you tell me about the CMHT? What do you like / dislike? " 
Category (likes) 
It depends on the staff team, many changes, some good some bad. 
Trainee 
1 
Rater 
1 
Agree/ 
disagree 
The people working with you, for example, very caring, very 
professional, very nice, can be flexible - 
That the professionals are under one roof, good location 
The help / care I've received 
4 
2 
3 
6 
3 
4 
x 
X 
Category (dislikes) Trainee Rater Agree/ 
disagree 
Not liking some of the team members 1 1 
Staff "too much on your case" 1 1 ý/ 
not in touch for long periods, staff are not always available when 
you need them 
1 3 x 
Get offered treatment you don't want or cannot cope with, not 
what you really need 
1 1 
medication not arriving on time 1 1 
Nothing 1 1 ý/ 
Question 7 
"Have you had contact with inpatient psychiatric services? What was your experience of this? 
What did you like / dislike? 
Category Trainee Rater Agree/ 
disagree 
7 admissions, never liked but understood they were necessary" 1 1  
3 admissions, did not like it 1 2 x 
"The most horrific experience", "terrifying two days of my life", 3 3  
"hate it" 
I was picked on, clients were not nice, mean, rude, unpleasant,. 6 6  
violent and loud 
Some nurses were not nice, did not care, did not want to help, no 7 7  
respect, want you out as soon as possible. 
One nurse talked in a loud and threatening voice 1 1  
People with different types of mental illness should not be 1 1  
altogether on one ward, "not conducive to helping make a speedy 
recovery" 
Not well organised 1 1  
Like a prison, no freedom 1 2 x 
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Poor food 
Don't think I should have been admitted 
Staff prevented me from killing myself 
When unwell feel safer on the Ward 
It was all right 
No admissions 
1 
1 
1 
1 
2 
1 
1 
1 
1 
2 
1 
V/ 
-l/ 
I/ 
V/ 
X 
X 
Question 10 
"Have you heard of the Care Programme Approach? What are your thoughts on this? " 
Category Trainee Rater Agree/ 
Meetings to discuss my care, how it is going and future planning 1 1 
disagree 
 
Meetings important for people to meet and talk about you, 2 3 x required by government but feels uncomfortable, get paranoid 
Meetings, all of you sitting together, telling me what to do, not 2 2 
helpful, 
Meetings, all of you sitting with me, no particular view 1 1 
Professionals need it to cover their back if they have not done 1 1  
something properly or in case something goes wrong 
Heard of, do not see the point 1 1  
No, not heard of it 3 3  
It is a concept for staff, I do not understand 1 1  
Question 11 
"Have you heard of the term `Key Worker' or 'Care Co-ordinator'? What are your thoughts about 
working with this person? " 
Category Trainee Rater Agree/ 
disagree 
Person for regular contact, main contact 2 3 x 
Someone to keep a check on you, organises everything 3 3  
It's my SW, has sorted out benefits, bus pass, she talks a lot, 1 1  
wants me to do more things 
Is very nice, is ok 2 1 x 
She does not like me and always tells me what I should do 1 1  
Do not think that it is anything more than people would do besides 1 1  
their professional role, get services you need from various 
professionals - not just care co-ordinator 
Know who s/he is, not very useful, cannot catch her, has not 3 4 x 
helped much, does not do anything for me, not helpful when really 
unwell 
No 3 3  
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Question 12 
"What do you think about the overall treatment you have received from the CMHT? What sort of therapies have you had access to? Which would you like more or less of? 
Category - Overall Treatment Trainee Rater Agree/ 
disagree 
Excellent outpatient treatment 1 1  
Very good 1 1 ,/ 
Good 2 2  
It's ok 3 3  
Don't know 1 1  
Have always had choice, nothing forced on me 1 1  
Have had access to the people/services I need, choices of 
therapy and feel satisfied 
4 4  
Like flexibility 1 1  
Good that services are now under one roof 1 1  
Don't like doctors changing so often 1 1  
Professionals do not take me seriously enough, do not 
understand how I feel 
1 1  
Think other clients get more access to therapies because they get 
more sympathy from staff 
1 1  
Inpatient services is the main problem, appalling 2 2  
Category - Therapies would like less of Trainee 
Rater Agree/ 
disagree 
Medication - felt like a zombie 
1 2 x 
Psychology - had to travel to sessions (prior to 
CMHT) and always 1 1  
telling me off for not doing homework 
Category - Therapies would like more of 
Would like more psychology - good to talk about how to manage 
my life and symptoms 
Like practical help 
Like access to people to talk to 
Need more help for employment so people can move off 
benefits 
CBT very helpful 
Would like to see someone outside of hospital setting, visits at 
home, go for coffee, help me to go out more 
OT is leaving, would like more of, very helpful 
Trainee 
2 
2 
2 
1 
1 
3 
1 
Rater 
2 
2 
1 
1 
1 
3 
1 
Agree/ 
disagree 
7 
IV/ 
x 
V 
'7 
V 
.7 
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Question 13 
"If you were to design you own CMHT, what do you think are the most important things to include? " 
Category Trainee Rater Agree/ 
disa ree M ti g ore me with the doctor / professionals 2 2  
Need all professionals have now but in addition people to help with day to day living, more people to help you with practical thins. 
4 4  
Possibly people who will care more about you as a person, 
respect, trust, choice, being valued, no hierarchy - equality, not treated like a uinea pig 
2 8 x 
Talking - having access to people you can talk over your problems 
with 
2 3 x 
"Separate the inpatient ward into 2/3 sections that would allow 
specialisation of care for different mental disorders" 
1 1 
Don't know 4 4  
No thoughts 1 1  
Question 15 
"What do you think is missing from you CMHT? " 
Category Trainee Rater Agree/ 
disagree 
More practical help, day to day living 3 2 x 
Someone to be more like a friend 1 1  
Effective inpatient treatment 2 3 x 
Don't know 6 6  
Nothing missing, have everything I need in CMHT 2 2  
Question 16 
"What do you think about participating in this study? Is it a good or bad thing? " 
Category Trainee Rater Agree/ 
disagree 
Very good, this study will hopefully help address weak areas of the 
service and lead to improvements 
1 1  
It's good to have an opportunity to express your views on the 
services you are receiving, views on treatment 
2 3 x 
It's all right / ok 3 
2 x 
some questions repeat themselves 
1 1  
some questions I don't know what to say 
1 1  
sometimes feel I get asked too many things 
1 1  
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its good in helping to change the relationship between staff and 
patient 
1 1  
Should ask people who are going to be using the service more and 
stay attached to the service for longer 
1 1  
Tiring, difficult to concentrate 1 1 V/ I think it will give you information but don't think it will matter to me 1 1  
Don't think it will make any difference, it is only there so that you 
people can show how you care when really you don't 
1 1  
I was asked about similar things before, I do not think anything 
happens after that 
1 1  
No view 1 1  
Question 17 
"How far do you feel you views will influence the development of the service? " 
Category Trainee Rater Agree/ 
disagree 
"I would like to think they would make a difference, but I know with 
NHS funding, the likelihood of putting the result of research like this 
into practise will not happen for some considerable time - having 
said that, I would like to be proved wrong! " 
1 1  
Think experts are best placed to say what a service needs - not me 1 1  
Would like to see changes to inpatient ward 1 1  
May be you will employ more "friends" 1 1  
Not much, not very far 3 3  
Not at all 2 2  
Don't know but appreciate being listened to 1 1  
Don't know 4 4  
Inter-rater reliability = 77 / 96 X 100 = 80.2 
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Appendix C 
Content Analysis from the Interview 
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Question 1 
Content Analysis from the Interview. 
"Can you tell me how you came into contact with the CMHT? " 
Category N 
referred by GP 4 
after discharge from acute psychiatric inpatient hospital 4 
description of symptoms of mental illness 1 
persuaded by friends 1 
after suicide attempt 1 
after closure of long stay psychiatric hospital 1 
Question 2 
"What can you tell me about the CMHT? What do you like / dislike? " 
Category (likes) N 
It depends on the staff team, many changes, some good some bad. 1 
The people working with you, for example, very caring, very professional, very 
nice, can be flexible 
4 
That the professionals are under one roof, good location 2 
The help / care I've received 3 
Category (dislikes) N 
Not liking some of the team members 1 
Staff "too much on your case" 1 
not in touch for long periods, staff are not always available when you need 
them 
1 
Get offered treatment you don't want or cannot cope with, not what you really 
need 
1 
medication not arriving on time 1 
Nothing 1 
Question 3 
"Before the development of Community Mental Health Teams, did you spend any time in the long 
stay, psychiatric hospitals? What was your experience? How does it compare to community 
services" 
Category N 
Found it easier staying in hospital than CMHT 2 
Feel care is rushed in CMHT, push you out before you ready. 2 
Staff more available to talk in long stay hospital 1 
Like being in community but when feeling paranoid, prefer safety of hospital 2 
Horrible, didn't like treatment, ECT, medication 1 
Prefers community care 
1 
Never spent time in Ion sta hos itals 
9 
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Question 4 
"Which members of staff have you had contact with on the CMHT? " 
Category N 
Psychiatrist, Community Psychiatric Nurse (CPN), Psychologist, Social 
Worker (SW), Community Support Worker (CSW), Occupational Therapist 
(OT) 
1 
Psychiatrist, CPN, Psychologist, SW, CSW 1 
Psychiatrist, CPN, Psychologist, CSW 3 
Psychiatrist, CPN, Psychologist 3 
Psychiatrist, SW, Psychologist 3 
Psychiatrist and Psychologist 1 
Question 5 
"Do you know. which profession their from? What do you value about their role? What do you 
dislike? " 
Category - Psychiatrist N 
Psychiatrist gives/helps with medication 8 
Psychiatrist over sees my care 1 
See Psychiatrist for sick certificate 1 
The Psychiatrist is understanding 1 
The Psychiatrist listens. to me 1 
Psychiatrist takes care of physical health issues 1 
Category - Psychologist N 
Psy chologist is someone to talk to 4 
Hel pful to talk over problems/issues with Psychologist 3 
Psy chologist helps to resolve problems 1 
Hel ps to see problems from a different point of view 1 
Hel p to develop coping strategies 1 
Gives me tasks and helps me put things in a diary 1 
Psy chologist asks you to do more than you feel you can or are able 2 
"Felt scare by some things given to me - self management material" 1 
Category -SW 
N 
SW helps with accommodation 4 
SW offers practical support 
1 
SW help with benefits / income 
4 
SW doesn't like me and complains about me 
1 
SW pushes you to sort things out for your self 
1 
Category - OT 1 
N 
Trying to help with skills for living. 
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Category - CPN N 
CPN is mcare co-ordinator, checks up on me 2 
CPN offers practical help - makes appointments, housing, helping out 1 
CPN is supportive 1 
The CPN listens to me 1 
The CPN gives you an injection 1 
CPN comes to visit / see me at home when I can't come out 2 
CPN disliked visit home because neighbours could see 1 
Category - CSW N 
CSW was good to have someone to go out with 1 
Category - Dr's N 
Working relationship with all Drs very good, very sympathetic and 
understanding, genuine interest in you. 
1 
Dr's cancel too many appointments 1 
"sometimes it takes months before you see someone" 1 
Category - All professionals 
Nothing I dislike about their role 1 Nothing I dislike about their role 
Question 6 
"Do you access other voluntary / private sector services? What was your experience of this? What 
did you like / dislike? " 
Category - Education and Employment N 
Good - they consider limitations due to mental health problems 
1 
"It is msaving grace now that I am not working" 1 
Keeps me occupied 1 
Provides me with company 
Have attended 
I would like to go back to Centre, do a gardening course 1 
SW would like me to attend 1 
I have done a Computing Course 1 
I liked it 1 
Did voluntary work, could not cope with it 
1 
Category -Support Group 
Very good, very supportive, a lot of helpful things to do 
Category -Day Hospital 
Used to attend, unfortunately closed, other one too 
far away 
Category - All professionals 
1 
1 
2 
N 
N 
N 
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Category - Day Centre Used to go a lot more, but got tired of it 
Category - Social Centre 
1 
1 
N 
N 
Used to attend, had a fight, did not like going 
Waiting for some training options 
Sometimes attend 
Sometimes too loud 
Sometimes not nice people attend 
1 
1 
1 
1 
% 
Category - general N % Have not attended any voluntary /-Private sector services 2 
I tried, but was hard for me to engage 1 
Chosen not to attend 1 
Question 7 
"Have you had contact with inpatient psychiatric services? What was your experience of this? 
What did you like / dislike? 
Category N 
7 admissions, never liked but understood they were necessary" 1 
3 admissions, did not like it 1 
"The most horrific experience", "terrifying two days of my life", "hate it" 3 
I was picked on, clients were not nice, mean, rude, unpleasant, violent and 
loud 
6 
Some nurses were not nice, did not care, did not want to help, no respect, 
want you out as soon as possible. 
7 
One nurse talked in a loud and threatening voice 1 
People with different types of mental illness should not be altogether on one 
ward, "not conducive to helping make a speedy recovery" 
1 
Not well organised 1 
Like a prison, no freedom 1 
Poor food 1 
Don't think I should have been admitted 1 
Staff prevented me from killing myself 1 
When unwell feel safer on the Ward 1 
It was all right 1 
No admissions 2 
Question 8 
"What was your experience of being discharged from the inpatient psychiatric service? " 
Category N 
Much better at home 4 
Parents would have preferred my discharge to own accommodation 1 
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Was put in touch with CMHT, seeing professionals in community, support Seeing friends 
A relief - being away from other inpatient clients 
Was discharged- to a "terrible place" whilst waiting for appropriate accommodation 
Had suitable supported accommodation 
Pressure to engage with other services 
Can not remember 
It was adequate 
"They send you home, no one cares how you feel about it and whether you can cope" , difficult being on own, hard - experienced paranoia Not applicable 
Question 9 
4 
1 
2 
1 
1 
1 
1 
1 
3 
2 
"What are your thoughts about possibly being readmitted to an inpatient psychiatric ward? " 
Category N 
Never again, would rather take my chances, then being readmitted 2 
Wouldn't like, fills me with dread, terrible experience 8 
Better at home 1 
Would be better if had more facilities 1 
Would be better if had all female ward 1 
Don't like restrictions on food, watching tv, like a prison 2 
Don't like being put with people you don't want to be with, nasty eo le 2 
Need to go if I am suicidal 1 
I trust professionals / parents, if I need to go it's ok 2 
Shouldn't need to go back, feel able to manage symptoms and manage crisis, 
can manage on medication 
2 
No comment 1 
Question 10 
"Have you heard of the Care Programme Approach? What are your thoughts on this? " 
Category N 
Meetings to discuss my care, how it is going and future planning 1 
Meetings important for people to meet and talk about you, required by 
government but feels uncomfortable, get paranoid 
2 
Meetings, all of you sifting together, telling me what to do, not helpful, 2 
Meetings, all of you sitting with me, no particular view 1 
Professionals need it to cover their back if they have not done something 
properly or in case something goes wrong 
1 
Heard of, do not see the point 1 
No, not heard of it 3 
It is a concept for staff, I do not understand 1 
777771 
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Question 11 
"Have you heard of the term 'Key Worker' or 'Care Co-ordinator'? What are your thoughts about working with this person? " 
Category N 
Person for regular contact, main contact 2 
Someone to keep a check on you, organises everything 3 
It's my SW, has sorted out benefits, bus pass, she talks a lot, wants me to do 
more thin 4s 
1 
Is very nice, is ok 2 
She does not like me and always tells me what I should do 1 
Do not think that it is anything more than people would do besides their 
professional role, get services you need from various professionals - not just 
care co-ordinator 
1 
Know who s/he is, not very useful, cannot catch her, has not helped much, 
does not do anything for me, not helpful when really unwell 
3 
No 3 
Question 12 
"What do you think about the overall treatment you have received from the CMHT? What sort of 
therapies have you had access to? Which would you like more or less of? 
Category - Overall Treatment N 
Excellent outpatient treatment 1 
Very good 1 
Good 2 
It's ok 3 
Don't know 1 
Have always had choice, nothing forced on me 1 
Have had access to the people/services I need, choices of therapy and feel 
satisfied 
4 
Like flexibility 1 
Good that services are now under one roof 1 
Don't like doctors changing so often 1 
Professionals do not take me seriously enough, do not understand how I feel 1 
Think other clients get more access to therapies because they get more 
sympathy from staff 
1 
Inpatient services is the main problem, appalling 2 
Category - Therapies would like less of 
N 
Medication - felt like a zombie 
1 
Psychology - had. to travel to sessions 
(prior to CMHT) and always telling me 
off for not doing homework 
1 
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Category - Theraies would like more of N 
Would like more psychology - good to talk about how to manage my life and 
symptoms 
2 
Like practical help 2 
Like access to people to talk to 2 
Need more help for employment so people can move off benefits 1 
CBT very helpful 1 
Would like to see someone outside of hospital setting, visits at home, go for 
coffee, help me to go out more 
3 
OT is leaving, would like more of, very helpful 1 
Question 13 
"If you were to design you own CMHT, what do you think are the most important things to 
include? " 
Category N 
More time with the doctor / professionals 2 
Need all professionals have now but in addition people to help with day to day 
living, more people to help you with practical things. 
4 
Possibly people who will care more about you as a person, respect, trust, 
choice, being valued, no hierarchy - equality, not treated like a guinea pig 
2 
Talking - having access to people you can talk over your problems with 2 
"Separate the inpatient ward into 2/3 sections that would allow specialisation 
of care for different mental disorders" 
1 
Don't know 4 
No thoughts 1 
Question 14 
"Do you think you have a say in how your treatment develops? A choice of therapies, medication, 
discharge planning, crisis intervention etc? " 
Category N 
Yes - e. g. I can ask to be referred to something, or to stop seeing someone, 
to 5 
ask for a change in medication. 
Yes / and no 1 
I think that you all listen to what I want and if I ask for something you consider 1 
and explain 
Some - e. g. would have medication changed 
if complaining, appointments 2 
brought forward if necessary, response if calling in a crisis, trust professionals 
to guide treatment choices 
Don't think so - difficulties in changing medication 
2 
Don't know 1 
Question 15 
"What do you think is missing from you CMHT? " 
Category 
3 
N 
More practical help, day today living 
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Someone to be more like a friend 1 
Effective inpatient treatment 2 
Don't know 6 
Nothing missing, have everything I 
-need 
in CMHT 2 
Question 16 
"What do you think about participating in this study? Is it a good or bad thing? " 
Category N 
Very good, this study will hopefully help address weak areas of the service 
and lead to improvements 
1 
It's good to have an opportunity to express your views on the services you are 
receiving, views on treatment 
2 
It's all right / ok 3 
some questions repeat themselves 1 
some questions I don't know what to say 1 
sometimes feel I get asked too many thins 1 
It's good in helping to change the relationship between staff and patient 1 
Should ask people who are going to be using the service more and stay 
attached to the service for longer 
1 
Tiring, difficult to concentrate 1 
think it will give you information but don't think it will matter to me 1 
Don't think it will make any difference, it is only there so that you people can 
show how you care when really you don't 
1 
I was asked about similar things before, I do not think anything happens after 
that 
1 
No view 1 
Question 17 
"How far do you feel you views will influence the development of the service? " 
Category N 
"I would like to think they would make a difference, but I know with NHS 
funding, the likelihood of putting the result of research like this into practise will 
not happen for some considerable time - having said that, I would like to be 
proved wrong! " 
1 
Think experts are best placed to say what a service needs - not me 1 
Would like to see changes to inpatient ward 1 
May be you will employ more "friends" 1 
Not much, not very far 3 
Not at all 2 
Don't know but appreciate being listened to 1 
Don't know 4 
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A COMMUNITY MENTAL HEALTH SERVICE: THE SERVICE USERS VIEW 
INTERVIEW 
'l . Can you tell me how you came 
into contact with the CMHT? 
2.. What can you tell me about the CM. HT? / what da you like / dislike? 
eolt, 4 lLe -e t7 
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3. Before the development of Community Mental Health Teams, did you spend any time in 
the long stay, psychiatric hospitals? 
What was your experience? 
How does it compare to community services? 
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Ms Vicky Sutton 
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School of Human Sciences 
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Re: Service Related Research Paper 
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interesting reading. 
I wish you all the best in your future studies and career. 
Yours sincerely 
Acting Team Manager 
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Abstract 
The study aimed to explore positive changes following trauma in a sample of unaccompanied 
refugee minors. Eight participants were interviewed and their transcripts analysed using an 
interpretative phenomenological approach. Common patterns of themes emerged from the 
analysis and were grouped under four main superordinate themes. The superordinate theme 
'impact of trauma' relates to participants' descriptions of engaging in a process of questioning why 
events had happened and why they had survived. They also spoke of their feelings of loss and 
dislocation following their arrival in the UK. The superordinate theme 'variables influencing positive 
change' relates to key experiences or turning points that had influenced participants' experiences 
of positive change. Social support played a key role in this process, for example, in facilitating 
narrative construction, identifying meaning and building self-esteem. Engaging in 'Activities' helped 
to distract participants from negative ruminations and manage affective states. Activities that 
involved helping others facilitated the development of positive aspirations and altruistic goals. 
'Religion' was another variable that helped participants' to make sense of their experiences and 
find some acceptance. Religious beliefs also provided much needed support and guidance. 
Positive changes included a greater recognition of personal strength and the desire to live a 
purposive life. Participants also described ongoing feelings of distress along side recognition of 
positive change. Some participants also described dissonance between their internal feelings of 
distress and positive external persona. Findings from the study emphasise the importance of 
offering interventions at a social level in helping unaccompanied minors overcome traumatic 
experiences. 
147 
Major Research Project 
1 Introduction 
Images of large numbers of internally displaced people living in refugee camps or attempting to 
seek asylum in 'host' countries are regularly shown on our television screens and reported in 
newspapers. We are told of the devastation that has been caused to these peoples' lives through 
war, oppression and conflict. These images reflect the consequential increase in wars, particularly 
civil wars, across many areas of the world. Save the Children Federation (STCF) investigated the 
affects of armed conflict on children in 1996 and at the time of compiling their report, 50 different 
wars were raging. The ways in which these wars have been fought has changed over the decades 
and as a result, significant changes have occurred in the damage caused to the environment and 
to populations. In World Wars I and II, the majority of casualties were soldiers, but with the 
technological development of bombs, landmines and nuclear weapons, the majority of victims are 
now civilians (Goldson, 1996). Often civilians are deliberately targeted, for example, 'ethnic 
cleansing' has claimed the lives of thousands of individuals. Rape is often used as a tactical 
weapon to achieve 'ethnic cleansing' and has also been used by soldiers as way of seeking 
revenge against their enemies by harming, humiliating and punishing women (Human Rights 
Watch, 2004). STCF's (1996) report indicated that the majority of civilian victims of war are now 
women and children. 
As with other European countries, the UK has seen a dramatic increase in the number of people 
seeking asylum. Fazel and Stein (2002) comment on a 250% increase in applicants to the UK 
over the last four years, with numbers reaching 100,000 in the year 2000. This has resulted in a 
growing population of refugees and asylum seekers in many urban areas of Britain. Bardsley and 
Storkey (2000) used national data from the Home Office and information from social services to 
estimate refugee populations living in the London area - between 240,000 and 280,000. Davies 
and Webb (2000) comment that at least 40% of the above figure represents children, some of 
whom arrived unaccompanied by parents or guardians. Mitchell's (2003) review of the 
Department 
of Health and National Statistics (2002) document estimates there are 6,500 unaccompanied 
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refugee children supported by social services in England, the majority are aged between 16 and 
17 years. Sourander (1998) defines an 'unaccompanied refugee minor' as "any person under the 
age of 18 who is separated from both parents and is not being cared for by an adult who, by law or 
custom, has a responsibility to do so, and who is an asylum seeker, recognised refugee or other 
externally displaced person" (Sourander, 1998, p. 719). 
Emerging professional literature has highlighted the vulnerability of refugee children to developing 
problems in areas of biological, social and psychological functioning. In the following introduction, 
a review of the stressful / traumatic experiences unaccompanied refugee minors are likely to have 
endured aims to place a context around their vulnerability. The impact of the traumatic event on 
psychological functioning is also reviewed both in western and non-western, child and adult 
populations. Psychological theories explaining the processes by which post-trauma responses 
occur are also reviewed, specifically those theories that emphasise the role of appraisal in 
influencing trauma responses. However, whilst much of the literature reviewed has focused on the 
negative sequelae resulting from traumatic experiences both in western and non-western 
populations, this study aims to redress the balance by considering positive outcomes following 
trauma. Tedeschi, Park, & Calhoun (1998) have researched individuals' experiences of growth 
following trauma in mostly western populations and have developed a theoretical model of post- 
traumatic growth. A search of psychological databases such as Psychinfo, Psychology & 
Behavioural Sciences Collection and PsychArticles found no research studies that have explored 
the process of growth following trauma in unaccompanied refugee minors. Yet many of the studies 
looking at vulnerability within child refugee populations have also recognised their "remarkable 
resilience" and have highlighted this as an area for future research (Ajdukovic & Ajdukovic, 1998; 
Berman, 2001; Kohli & Mather, 2003). It is hoped that the following study, whilst acknowledging 
the intense suffering and distress experienced by many unaccompanied refugee minors, will also 
draw attention to the remarkable capacity these young people have, not only in surviving and 
coping with such devastating events, but also in their ability to thrive or even grow from such 
experiences. 
149 
Major Research Project 
1.1 The Trauma Experience 
Unaccompanied refugee minors are not a homogenous group. They represent a wide range of 
young people from differing countries and cultures, differing ages and gender, with differing pre 
and post migration experiences (DoH, Caring for Dispersed Asylum Seekers, 2003). In Dennis's 
(2002) survey of 118 refugee children living in the UK, the sample consisted of children from more 
than 28 different countries. 90 were identified as "unaccompanied". Papadopoulos (2002) 
emphasised that for the majority of refugees, the only common factor they may share is their loss 
of home. Home is defined not only as a physical or environmental entity but also a psychological 
space that reflects a deeply felt sense of belonging and safety. 
In fleeing their country and journeying to a place of refuge, the young person is likely to have 
encountered many stressful events, some of which may be considered extremely traumatic. Fazel 
and Stein (2002) have understood the asylum seekers' experience of stress and trauma as 
occurring in three different stages: (1) prior to fleeing their country of origin; (2) during flight to 
reach a place of refuge; and (3) in their attempts to settle in a 'host' country. 
(1) Many authors have documented the horrors that refugee children are likely to have faced 
prior to escaping their war torn countries of origin (Ayotte & Williamson, 2001; Berman, 
2001; Dennis 2002; Yule, Stuvland, Baingana & Smith, 2003). Ajdukovic and Ajdukovic 
(1998) researched the impact of war on refugee children in Croatia (1992) and found that 
many children had witnessed the violent deaths of loved ones and family members. 
Children are also likely to have witnessed injury, deliberate torture, rape and other violent 
attacks. Miller (1998) comments on the Machel Study, which found that many adolescent 
and preadolescent girls had been raped by soldiers or had experienced other forms of 
sexual violence. 
(2) As children and their families attempt to flee the human atrocities occurring, they can 
often become separated (Fazel & Stein, 2002). This separation may occur accidentally or 
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is used as a strategy by parents to try to ensure their child's safety (Fazel & Stein, 2002). 
A report by the United Nations High Commissioner for Refugees (UNHCR) (2003) 
comments on how unaccompanied refugee minors travelling without the protection of 
caring adult can be placed at significant risk to encountering further trauma. Children were 
more vulnerable to being recruited into the military (either forcibly or voluntarily as a way to 
escape poverty) and were at increased risk from sexual exploitation. The experience of 
leaving behind family, friends and treasured possessions, spending months walking or 
being transported in crowded vehicles across difficult terrain, with a limited supply of food, 
water or shelter, again leaves the child at increased risk of developing illness or injury 
(Miller, 1998). 
(3) The final stage of reaching a 'host' country in which to seek refuge can also lead to 
experiences of stress and trauma. Many unaccompanied refugee minors arrive in the UK 
with limited or no understanding of the English language, are unaware of their rights and 
are struggling to come to terms with the trauma and loss they have experienced (Mitchell, 
2003). Ayotte and Williamson (2001) and Dennis (2002) have documented a number of 
difficulties in the asylum process that serve to exacerbate their struggles, including 
difficulties in accessing appropriate support and services. In Dennis's (2002) study, 13 
refugee children received no support from social services and were homeless. Even when 
unaccompanied minors were in touch with appropriate services, the 'package of care' 
often failed to meet their needs. For example, unaccompanied minors aged between 16 
and 17 years were increasingly being housed in unsupported bed and breakfast 
accommodation. Here they described living in overcrowded conditions, isolated from their 
peers and receiving limited outside support. 
Very few unaccompanied minors are awarded refugee status once they have applied for 
asylum. In the majority of cases, unaccompanied minors are granted `Exceptional Leave 
to Remain'. Whilst this may provide some temporary respite, "it leaves the child facing 
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major uncertainties about his / her future which can be emotionally demanding as well as 
having significant consequences on matters such as education" (Ayotte & Williamson, 
2001, p. 4). Dennis (2002) emphasises the importance of education in providing a sense 
of normality and facilitating integration into the wider community. Education is seen as 
playing a pivotal role in the young person's psychosocial development, providing 
opportunities for achievement and increased self-esteem. However, 56 refugee children in 
Dennis's (2002) study were unable to access education for reasons such as lack of 
finance to pay for travel expenses and long delays caused by administration procedures. 
Many of the young people who were accessing education also reported being bullied by 
peers. This may be a reflection of the wider society's anti refugee feeling, propagated by a 
negative rhetoric in the media (Ayotte & Williamson, 2001). 
Davies and Webb (2000) have criticised the failure of many western services to deliver 
packages of care in a culturally sensitive and appropriate way. They have criticised the 
use of a western medical model, with its emphasis on symptomatology and pathology, to 
understand and guide interventions following refugees' experience of trauma. The 
systems of meaning around specific symptomatology may be significantly different and 
lead to confusion and misunderstandings. Davies and Webb (2000) comment on how 
refugees' "priorities, and their perceptions of what were important problems in their lives, 
were often quite different to those of the referrer, and most had no understanding of the 
nature of the service to which they had been referred" (Davies & Webb, 2000, p. 545). 
1.2 Trauma Responses 
A traumatic event is defined by UNICEF (1998) as an "event far beyond the usual human 
experience that overwhelms the senses and ability to cope with the event at that time" (UNICEF, 
1998, p. 6). Many of the events faced by refugees in the described three stages would fit with this 
definition. This would also be the case for other groups of populations in the world, for example, 
those who have fallen victim to a natural disaster such. as an earthquake or have been involved in 
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a near fatal accident. For the refugee population, however, their experience of surviving a 
traumatic event can be qualitatively different to others as "their traumas are generally prolonged, 
repeated and consciously caused by other human beings" (Brune, Haasen, Krausz, Yagdiran, 
Bustos & Eisenman, 2002, p. 451). 
In recent years, a large body of literature has evolved describing the psychological responses to 
traumatic events in western populations. Responses are found to differ from one individual to the 
next; however, the majority of individuals are affected in some way immediately following the 
aftermath of trauma. Common psychological responses include fear; anger; anxiety; depression; 
guilt; shock; sadness; confusion and numbness. Intrusive thoughts and images are also common 
along with attempts to avoid thinking about or remembering any painful stimuli associated with the 
trauma (Green, 2003). Many of these feelings will abate in the weeks following the event, but for a 
significant minority of individuals, symptoms are found to persist months or even years after the 
trauma occurred. The documentation of such responses has lead to the identification of a specific 
syndrome of psychological sequelae, and to the development of the diagnostic category 
"Posttraumatic Stress Disorder" (PTSD) (American Psychiatric Association Diagnostic and 
Statistical Manual of Mental Disorders (DSM-III), 1980). Criteria for meeting a PTSD diagnosis 
must include exposure to a traumatic event and the presence of symptoms that fall into three main 
clusters: intrusive recollections, avoidant / numbing symptoms and hyper-arousal symptoms. 
These symptoms must have continued for a period of at least one month (DSM-IV) (Green, 2003). 
A recent review of the literature by Frans, Rimmo, Aberg and Fredrikson (2005) found prevalence 
rates for PTSD symptoms in European populations of between 1- 10%. 
Responses to trauma in non-western populations are less well researched. Perrin, Smith and Yule 
(2000) review of a number of studies found that PTSD symptoms were relevant to describing post- 
trauma responses to a wide range of individuals across many different cultures. De Jong, 
Komproe, Van Ommeren, El Masri, Masfin, et al's (2001) study (cited in Green, 2003) found 
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prevalence rates of PTSD ranging from 16% - 38% in a sample of refugees from four post-conflict 
countries (Algeria, Cambodia, Ethiopia, and Gaza). 
It is only in the last 15 years researchers have begun to explore the prevalence of PTSD 
symptomatology in children. Yule, Bolton, Udwin, Boyles, O'Ryan and Nurrish (2000) study 
explored the prevalence of PTSD symptoms in children following a ferry sinking. They found 
prevalence rates of PTSD symptomatology in up to 50% of children immediately following the 
trauma and that 17% continued to meet the criteria for PTSD on a seven-year follow-up study. 
Salmon and Bryant's (2002) comprehensive review of a number of different studies in which 
children were exposed to different types of trauma (natural disasters, war, criminal violence, 
accidents, sexual and physical abuse) found PTSD rates varied considerably. Salmon and Bryant 
(2002) conclude that the variance in findings is the result of a number of interacting factors 
including "the measurement tools, severity and chronicity of the trauma, the child's proximity to the 
trauma, the personal impact on the child, and time elapsed since the traumatic event" (Salmon & 
Bryant, 2002, p. 166). The ways in which children's responses to trauma manifest are also likely to 
vary depending on their developmental stage. Perrin et al (2000) comment that children of all ages 
exposed to and affected by a trauma are likely to experience intrusive and repetitive thoughts 
concerning the trauma event, however, their expression of this experience varies. Younger 
children are more likely to engage in "post-traumatic play" and behavioural re-enactments rather 
than report "flashbacks" or other cognitive disturbances. Salmon and Bryant (2002) emphasise 
there is very little research investigating the effects of trauma at different development stages and 
so no firm conclusions can be reached at this stage. 
There is a general consensus amongst many researchers that the degree of psychological 
distress experienced by refugee children exposed to the trauma of war is significantly higher when 
compared to general populations who have been exposed to different traumatic events during 
peacetime (Ajdukovic & Ajdukovic, 1998; Fazel & Stein, 2002; Sourander, 1998; Yule et al., 2003). 
Again, disturbances can span many areas of psychological functioning with symptoms presenting 
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as recognisable diagnostic categories such as PTSD, depression, generalised anxiety and 
pathological grief reactions (Yule et al, 2003). Fazel and Stein (2002) reviewed a series of studies 
exploring the prevalence rates of mental health problems amongst Cambodian child refugees 
across different periods of time. Initial rates of PTSD were found to be at the level of 40%, this had 
increased to 48% three years later and at six years, "PTSD was still prominent" (Fazel & Stein, 
2002, p. 367). They also identified a number of protective factors that seemed to enable a child to 
become more resilient to the effects of trauma, including the presence of a supportive family, the 
presence of supportive social agencies and personality factors (such as a positive disposition). 
However, the majority of the studies reviewed utilised a cross sectional research design and /or 
engaged in longer term follow-up once the child had been displaced and was engaged in a 
process of resettlement. Whilst this allows of a comparison of factors correlated with 'resilient' vs 
'vulnerability' presentations post trauma, it is unable to account for pre trauma experiences (such 
as the quality of the child's attachment relationship with their care giver) that may also have 
influenced 'resilient' / 'vulnerability' outcomes, therefore limiting the validity of the findings. Subject 
to the same limitations, Ajdukovic and Ajdukovic (1998) have also identified the presence of a 
family as a strong protective factor as have many other studies (Davies & Webb, 2000; Kohli & 
Mather, 2003; Miller, 1998). 
The findings suggest that for unaccompanied refugee minors, the absence of a parental figure or 
guardian would act to increase their vulnerability to developing significant mental health problems 
following trauma. As yet, there is a distinct lack of studies investigating the mental well-being of 
unaccompanied refugee minors (Sourander, 1998). In searching psychological databases, only 
one study by Sourander (1998) was identified that aimed to explore the mental well-being of 
unaccompanied refugee minors in their `host' country. This study focused on the prevalence of 
emotional and behavioural symptoms within a sample of 46 unaccompanied refugee minors 
arriving at an asylum centre in Finland. Results from the study indicated that the majority of 
children had experienced significant trauma prior to and during their flight to seek refuge. 
Results 
from the Child Behaviour Check List (CBCL) found that about 50% of the children had emotional 
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and behavioural symptoms that reached the clinical or borderline range. The most common 
symptoms were consistent with a PTSD diagnosis; however, no specific diagnostic tool for 
assessing PTSD was used. The author acknowledged the limitations of study, which included the 
cultural and linguistic barriers that might limit the validity of information gathered in interviews and 
in the utilisation of the CBCL, which has only been standardised on American and European 
samples. 
What the above studies also demonstrate is that around 50% of refugee children are not 
presenting with PTSD or other types of emotional and behavioural pathology that reach clinical 
significance. This fact has largely been ignored by many researchers (Glenn, 2002). The trend to 
focus on identifying negative symptoms within the refugee population has been criticised by 
Berman (2001). She comments on how studies have resulted in researchers highlighting 
it weakness and deficits" whilst "simultaneously overlook(ing) the strengths and resources that 
enable children to grow and thrive in the face of seemingly overwhelming challenges" (Berman, 
2001, p. 248). This view is supported by Kholi and Mather (2003) who agree that the focus on 
vulnerability, both within professional journals and the wider media, presents a biased view. A 
balanced perspective would include not only narratives and images of pain and suffering but also 
"hope and creativity", "strength and capability" (Kholi & Mather, 2003, p. 202). Ajdukovic and 
Ajdukovic (1998) have advocated further research to explore factors linked to increased resiliency 
in child refugee populations. 
1.3 Trauma Theories 
Over the last three decades, research has lead to the development of increasingly sophisticated 
psychological theories to explain responses to trauma. Again, this has mainly focused on the 
negative responses, namely the development of PTSD. Theoretical research originally stemmed 
from the effects of trauma on combat troops both in Britain and America and has mostly continued 
to focus on adult populations in western countries and their experiences of many different types of 
trauma (Salmon & Bryant, 2002). Brewin and Holmes (2003) provide a comprehensive review of 
156 
Major Research Project 
pioneering early theorists and the development of theoretical models aimed at explaining 
psychological responses to trauma. Whilst many different theorists have made a valuable 
contribution to current thinking, this study will provide an over view of Janoff-Bulman's social- 
cognition theory and Tedeschi and Calhoun's theory of posttraumatic growth. Janoff-Bulman's 
theory emphasises the important role of cognitive appraisal in mediating trauma responses and 
how this can account for the variation in individual responses to trauma, including PTSD 
symptoms and experiences of growth. As the current study aims to explore the phenomena of 
post-traumatic growth by looking at the ways in which unaccompanied refugee minors have made 
sense of their trauma experiences, a review of Janoff-Bulman's work was considered a necessary 
starting point. 
Janoff-Bulman's (1992) social-cognitive model of trauma responses has its origins in a number of 
psychologists' views on intrapersonal processes. For example, she draws on Bowlby's Attachment 
Theory and the concept of "internal working models" as a foundation for understanding how 
trauma can shatter our deepest assumptions. Bowlby's (1988) concept of 'internal working 
models' refers to a set of cognitive and emotional schemata relating to views of the self, others 
and to the world. These views develop in childhood and are based on early experiences with a 
primary care-giver, usually the mother. If the mother is able to relate to the child in a responsive, 
sensitive and attuned way, then the child develops a representational model of themselves as 
worthy and lovable, others as available and trustworthy and the world as a safe and good place. 
Because these representational models develop in early infancy and relate often to preverbal 
experiences, they can remain out of awareness and are very resistant to change. These 
fundamental assumptions are considered "the bedrock of our conceptual system" (Janoff-Bulman, 
1992, p. 5). They provide an internalized template that guides our expectations about ourselves, 
others and the world and how we should behave in relation to those expectations. 
From these early representational models, Janoff-Bulman (1992) identified three main 
assumptions which she considers play a significant role in influencing responses to trauma: 
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1) "The world is benevolent" 
2) "The world is meaningful" 
3) "The self is worthy" 
A traumatic event can shatter beliefs related to all three of these fundamental assumptions. The 
world is no longer seen as a benevolent, predictable and safe place but can be seen as 
threatening and unstable. Devastating events can happen randomly to innocent people, leading us 
to question the assumption that the world is meaningful. Deliberate attacks can leave one feeling 
vicitmised, weak and hopeless, again leading us to question assumptions relating to our 
worthiness. Janoff-Bulman (1992) draws on her research and clinical experiences of working with 
survivors of trauma and comments on the frequently asked question of "why me? " This she sees 
as a reflection of the traumatised individual's internalised state of shock and bewilderment, a 
"disintegration" of their inner world (Janoff-Bulman, 1992, p. 62). 
Coming to terms with the trauma experience involves coming to terms with the harsh reality of 
new powerful data that is in stark contrast to previously held assumptions. Common PTSD 
symptoms of avoidance and re-experiencing immediately following trauma are seen as adaptive 
processes that facilitate the integration of old and new experiences. The automatic process of 
avoidance is described as a mechanism which acts to emotionally protect the individual from 
feeling overwhelmed by the traumatic experience. Intrusive re-experiencing is seen as an 
automatic process that allows the individual to gradually reflect on and conceptually process the 
traumatic experience. Assisting traumatised individuals to verbalise their experiences and helping 
them to build a cohesive narrative is seen as an essential task in the recovery process. 
Janoff-Bulman (1992) also discusses children's responses to trauma and considers their 
developmental stage as a factor in influencing the ways in which they process their experiences. 
The fundamental assumptions described above are less likely to be so deeply embedded in 
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children; their conceptual systems are still developing and are less "solidified" than that of adults. 
Due to this plasticity, they are more able to accommodate new information arising from trauma 
experiences. She sees this plasticity as acting both as a risk and protective factor concerning the 
child's psychological well-being. Mediating the risk / protection is the role of the parent and other 
close social relationships. Janoff-Bulman (1992) describes how the child is particularly sensitive to 
parental interpretations regarding the trauma and is likely to incorporate these views into their 
internal world. She emphasises the role of the parental figure and wider social community in 
providing the child with an account of the trauma that will allow the child to reframe and transform 
the experience into less frightening sequelae. She also comments on the importance of 
responding to the child in a sensitive, caring and emphatic way so that these care-giving 
experiences may also be integrated into the child's assumptive world. 
The wider social context is also emphasised as a factor facilitating adult recovery from trauma. 
Positive, caring reactions by others provides the traumatised individual with data that can facilitate 
the restoration of beliefs pertaining to themes of benevolence, meaningfulness and worth. 
However, Janoff-Bulman (1992) also discusses the possible difficulties people close to the 
traumatised individual may experience when they too are confronted with the horrors related to the 
nature of the trauma. Acknowledging the full impact of these horrors involves a degree of personal 
threat as it challenges the very same positively biased assumptions that have lead an individual to 
feel safe and secure. In order to minimise the threat, she comments on the process of "victim 
blaming" and "othering" which serves to minimise the threat and maintain beliefs that `such a 
terrible thing could never happen to me' (this may go some way to explaining the negative 
portrayal of refugees in the media and communities "othering" responses that lead to bullying and 
racism). 
As previously discussed, central to Janoff-Bulman's (1992) theory is the role of cognitive appraisal 
in mediating an individuals' response to trauma and their recovery. The traumatic experience is 
filtered through cognitive and emotional processes which may then lead to an appraisal of extreme 
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threat, resulting in the shattering of previously held positively biased assumptions. However, for 
some individuals, the experience will be appraised differently and will result in a different 
response. Variance in recovery responses is again dependent on a person's appraisal system and 
their ability to integrate the traumatic experience into new, meaningful schemas. These schema 
can include appraisals of the self as being much stronger and wiser having survived such trauma 
and can lead to a trauma response of growth. 
More recent cognitive theories of trauma responses, such as Ehlers and Clark's (2000) model 
include the specific way the trauma is stored in memory as a significant factor in maintaining 
PTSD responses, as well as the influential role of appraisal. Ehlers and Clark (2000) have now 
identified a much wider range of negative appraisals that appear relevant in maintaining PTSD 
symptoms and other emotional symptoms such as depression and guilt. Particularly, appraisals 
pertaining to themes of "serious current threat", rather than threats belonging to the past, appear 
significant in maintaining PTSD symptoms. An appraisal of serious current threat was also found 
to be an important cognitive variable in accounting for variance in PTSD rates in children and 
adolescents who had suffered a road traffic accident (Ehlers, Mayou & Bryant, 2003). 
Whilst Ehlers and Clark's (2000) cognitive model gives a detailed account of the wide range of 
negative appraisals that are important for the onset and maintenance of PTSD symptoms, little is 
known about the role of more positive appraisals and how this can facilitate recovery and feelings 
of growth. Only a minority of trauma victims go on to suffer from PTSD, the majority do not. There 
is growing evidence that within this majority, a significant proportion (between 30% and 90%) of 
individuals report some kind of positive change or growth experience (Linley & Joseph, 2003). It is 
only recently that researchers have turned their attention to investigating experiences of 
posttraumatic growth and have attempted to understand the processes involved in its emergence 
(Tedeschi & Calhoun, 1995). A number of researchers are currently involved in developing 
theoretical models that can explain psychological experiences of growth (e. g., Aldwin & Leveson, 
2004; Calhound & Tedeschi, 2004; Linely & Joseph, 2003). However, research is still in its infancy 
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and to date "little is known about the processes, concomitants and consequences of the 
experience of growth" (Tedeschi & Calhoun, 2004, p. 3). Tedeschi and Calhoun have written 
extensively about this phenomenon and first proposed a comprehensive explanatory model of the 
mechanisms by which posttraumatic growth occurs in 1995. Further discussion will focus on 
Tedeschi and Calhoun's model and how findings from the current study may lead to significant 
insights that might further develop current understandings. 
Tedeschi and Calhoun (2004) acknowledge the importance of Janoff-Bulman's work in the 
development of their theory of posttraumatic growth. Like Janoff-Bulman, they emphasis the role 
of cognitive processing in mediating trauma responses. The emotional and cognitive appraisal of 
the event is seen to be more important than the nature of the traumatic event per se. If the 
appraisal of the traumatic event leads to the "shattering" of positively biased assumptions (as 
discussed by Janoff-Bulman), then a process of rebuilding needs to occur. It is the appraisal 
process in this rebuilding phase that can lead to feelings of growth and positive change. Tedeschi 
& Calhoun (2004) have used the metaphor of an earthquake in explaining this process. An 
earthquake can shatter the very foundations of a city, leaving devastation in its wake. However, in 
the reconstruction of the city, buildings can be made stronger, more resilient and valuable lessons 
can be learned to protect the city in future. The development of new schemas that can integrate 
both aspects of the previously held, positively biased assumptions with new information arising 
from the devastating event, can lead to an individual feeling stronger and more able to cope with 
difficulties in the future. They emphasise that it is the individual's struggle to survive the trauma 
and their attempts to make sense of their survival as leading to growth, rather than attempts to 
make sense of the traumatic event in itself. In thinking about refugee trauma and the human 
atrocities committed, one could not and should not revise the meaning of these events as 'perhaps 
not being so bad after all' or attempt to perceive something positive in the event itself but should 
focus instead on the ramifications of such trauma, for example, what does it mean to survive? 
Tedeschi and Calhoun (2004) see growth and distress trauma responses as co-existing rather 
than being at two ends of a continuum. The traumatic event might always remain distressing, but 
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alongside distressing feelings there may also be room for feelings of growth arising from the ways 
in which individuals have come to terms with the aftermath of trauma. 
Tedeschi and Calhoun (1995) describe how feelings of posttraumatic growth emerge from the 
completion of a number of tasks that fall into three main categories: (1) manageability, (2) 
comprehensibility and (3) meaningfulness. A number of cognitive mechanisms are considered 
important in facilitating the completion of these tasks, along with personality and social variables. 
In managing distressing emotions, they describe the cognitive processes of intrusive thoughts and 
avoidance as serving the same mechanism for managing distressing emotions as discussed by 
Janoff-Bulman. These automatic processes allow for the processing of distressing information to 
be managed in 'bite-size' forms. Eventually the traumatised individual may find that previously held 
positively biased assumptions are no longer meaningful and thus begins a process of 
reconstruction in order to make life once again meaningful and comprehensible. Replacing 
intrusion and avoidance responses, Tedeschi and Calhoun (1995) describe the cognitive process 
of rumination as a mechanism by which the individual comes to assimilate new information arising 
from the trauma with existing schema. This process of intense reflection allows the individual to 
come to terms with what is lost and begin to formulate new goals and a new view of the self, 
others and the world. They describe how the role of schema reconstruction and the generation of 
new goals facilitate trauma comprehensibility. The development of a cohesive narrative allows 
questions such as 'why me? ' to be answered and facilitates the attachment of a subjective, 
personal meaning to the experience that can lead to experiences of growth. 
Tedeschi and Calhoun (2004) emphasise that it is the degree to which a person cognitively 
engages with the traumatic experience (as described above) that influences growth responses. 
Similarly to Janoff-Bulman, Tedeschi and Calhoun (2004) also discuss the significant role the 
social environment plays in mediating trauma responses. They describe the possible role of a 
supportive other in helping to "craft narratives about the changes that have occurred, and 
by 
offering perspectives that can be integrated into schema change" (Tedeschi 
& Calhoun, 2004, p. 
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8). Tedeschi and Calhoun (2004) elaborate on this theme and discuss the importance of sharing 
or disclosing reconstructed narratives post trauma with other trauma victims, e. g., in support 
groups. They describe a process of "vicarious posttraumatic growth" (Tedeschi & Calhoun, 2004, 
p. 9) in which subjective meanings are shared and integrated into the narratives of others. 
Tedeschi and Calhoun's (2004) review of the literature led them to identify experiences of 
posttraumatic growth which fall into five broad domains: (1) a greater appreciation of life and a 
changed sense of priorities, (2) changes in relationships with others - more positive, warmer, 
intimate etc., (3) a greater sense of personal strength which may, paradoxically, be coupled with a 
greater awareness of vulnerability, (4) recognition of new possibilities or new ways of leading ones 
life and (5) development of spiritual and existential beliefs. They developed a 24-item 
questionnaire, the Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996) that allows 
for quantification of these experiences and they are believed to be representative of growth 
experiences within western populations as a whole. 
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The diagram is taken from Tedeschi and Calhoun's (2004, p. 7) article illustrating their 
conceptulaisation of the process of posttraumatic growth. 
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Published in a recent journal, Tedesichi and Calhoun (2004) invited researchers within the field to 
offer a critical evaluation of the proposed theoretical model of posttraumatic growth described 
above. A detailed description of the critiques offered is not possible due to word limitations. 
However, one important criticism relevant to the purpose and aims of the current study includes 
the limited consideration that has been given to the role of cultural factors in influencing cognitive 
processes and growth experiences. Although the role of social relationships is discussed in 
influencing narrative construction, little attention has been given to the broader cultural context and 
more distal factors (McMillen, 2004; Pals & McAdams, 2004; Park, 2004). Dominant cultural 
narratives may have a profound effect on the ways in which individuals process their experiences. 
Within many western societies, a dominant cultural narrative persists pertaining to themes around 
"what doesn't kill you makes you stronger". This cultural narrative may well influence the ways in 
which people make sense of their survival and influence schema reconstruction (McMillen, 2004). 
The role of non-western cultural narratives in shaping trauma responses is largely unexplored, as 
to is its influence into what is considered a growth experience in the first place (Pals & MacAdams, 
2004). McMillen (2004) takes issue with Tedeschi and Calhoun's (2004) proposed five domains of 
growth experience as encompassing the full range of possibilities. McMillen (2004) argues that 
these five domains were identified via reports of trauma experiences from a western sample of 
college students. An exploration of positive changes from a non-westernised perspective may 
elicit experiences which do not readily fit into the domains described above. 
Woodward and Joseph (2003) recommend further qualitative research to explore whether the 
growth processes described can be generalised to non-westernised populations. As discussed by 
Davies and Webb (2000), much of the therapeutic care offered to refugee populations recovering 
from traumatic experiences is based on theoretical models of understanding that have developed 
from a western conceptualisation of the problem. These models of care may not provide 
the best 
'fit' for helping non-western populations. The current research aims to explore how 
unaccompanied refugee minors have actively constructed their experiences of 
trauma, the 
important meanings they have attached to these experiences that have led them 
to thrive and 
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grow in the face of so much adversity. What is considered a growth experience or positive change 
may differ from westernised populations, as too may the pathways to achieving this experience. 
Ideological and political meanings attached to the trauma experience may prove important in 
facilitating a 'growth' narrative, along with other important cultural factors such as performing 
rituals or participating in culturally practised ceremonies. An understanding of how these factors 
have influenced the development of a meaningful narrative and facilitate growth experiences is 
important for guiding therapeutic intervention. Informed practitioners can better prevent imposing 
their own personal and professional assumptions onto the young people and instead, help to co- 
construct a post-trauma narrative that better reflects the unaccompanied refugee minors' authentic 
experience and personal meaning. Linely and Joseph's (2003) review of the literature has found 
that people who report more growth experiences following trauma show better long-term 
adjustment. A greater understanding of the internal processes that facilitate growth experiences is 
considered particularly valuable when considering the horrific nature of unaccompanied refugee 
minor's trauma and the enormous task of adapting to such change. 
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2. Method 
2.1 Qualitative Research Methods 
I considered Interpretative Phenomenological Analysis (IPA) to be the most suitable approach for 
exploring refugees' personal accounts of posttraumatic growth for a number or reasons. Firstly, 
the epistemological underpinnings of a phenomenological approach aim to provide the researcher 
with a method for conducting a detailed analysis of a participant's subjective experience of the 
phenomenon in question. There can be many advantages to using such an approach in a newly 
developing field. For example, McMillen's (2004) criticism that the five domains of growth identified 
by Tedeschi and Calhoun (2004) are unlikely to be representative of the types of domains of 
growth found in different populations (other than student), can be addressed using IPA. This 
qualitative method avoids using a priori systems of meaning, as occurs when using standard 
quantitative instruments. Had this study utilised Tedeschi and Calhoun's (1996) quantitative PTGI 
questionnaire, the limited response options would not allow participants to express freely their 
perhaps novel and challenging views that do not readily fit their model. Therefore, in using this 
approach, new ways of understanding the phenomena of posttraumatic growth within this sample 
may be opened up, possibly leading to new theoretical insights. This is not only useful to 
researches wanting to further the theoretical development of a model of posttraumatic growth, but 
would also address those criticisms voiced by Davies and Webb (2000) in helping to provide a 
more culturally appropriate model of care for supporting refugee populations. 
2.2 Ethical Issues 
I submitted a research proposal for this study to my Field Supervisor and the Research Tutors at 
University of Surrey. The University of Surrey's Ethics Committee gave their approval to the study, 
as did the NHS Local Research and Ethics Committee. The Research and Development 
Committee of the same local Trust also gave their approval, as can be seen in Appendix A. An 
outline of the main ethical issues considered in conducting the study can be found in Appendix 
B. 
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2.3 Recruitment procedure 
I contacted a number of Social Services departments within the area for which the local Ethics 
committee had given approval. Two services agreed to help in the recruitment of participants. In 
the first service, many of the young people did not appear to spend much time in the company of 
their social workers (for example, only coming into contact with social workers to collect benefits 
once a fortnight). Difficulties with communication due to the different languages spoken appeared 
to hinder the process of social workers asking young people if they would like to participate. Only 
one young person from this service was recruited. 
With the second service, I was introduced to a social worker whose specific role within the team 
was to support / meet the needs of unaccompanied minors accessing their service. The social 
worker was in frequent contact with the young people, regularly visiting in their homes as well as 
the service base. In reviewing case notes, the social worker felt that nine young people would be 
suitable to participate in the study. He then contacted the young people and discussed with them 
the purpose and aims of the study. A letter and information sheet was also sent to each young 
person. Seven young people from this service agreed to participate in the study. 
2.4 Participants 
I took into consideration the principles of "purposive sampling" (Willig, 2001, p. 58) when selecting 
with the social worker a sample of participants. This approach aims to identify those participants 
who are most likely to provide theoretical insights into the research question. Participants identified 
had therefore sought asylum as an unaccompanied minor and were willing to discuss post trauma 
experiences in relation to growth and positive change. Smith and Osborn (2003) recommend 
recruiting a sample size of five or six for a study using IPA. "This provides enough cases to 
examine similarities and differences between participants but not so many that one is in danger of 
being overwhelmed by the data generated" (Smith & Osborn, 2003, p. 55). 
The table below shows the demographic data collected for each participant. 
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Table 1: Demographic information 
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One M 16 Yes Afghan- 14 Sept Muslim Yes Yes 
istan days 2004 
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2003 
Three F 18 No Eritrea 90 Oct Christian Yes No 
days 2004 
Four F 18 No Uganda 1 day Aug Christian Yes Yes 
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Five F 17 No Uganda Very Sept Christian Yes Yes 
long_ 2004 
Six F 17 Yes Ethiopia 1 day Muslim Yes Yes 
Seven F 19 No Rwanda 1 day April Christian * * 
2002 
Eight F 20 No Uganda Days 1995 Christian Yes Yes 
Participant left response item blank 
The table above illustrates a degree of heterogeneity within the sample. Whilst there are some 
similarities in terms of the age of participants and their experience of trauma, the table also shows 
important differences. For example, in country of origin, the length of time taken to travel to the UK 
and the time elapsed since arrival in the UK. 
2.5 Method of Data Collection 
Interview Schedule 
Semi-structured interviews are considered an exemplary method of data collection when using 
IPA as they allow for flexibility in exploring the different ways in which participants' have made 
sense of their experiences (Smith & Osborn, 2003). Questions can be modified to fit with the 
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participants' responses and areas of interest or significance can be probed in greater detail than 
compared with other instruments of data collection (Smith & Osborn, 2003). In constructing the 
interview questions, I followed the guidelines outlined by Smith and Osborn (2003). I considered 
the broad areas of posttraumatic growth I would like the interview to cover, which included the 
different types of positive changes that participants perceived had occurred; what it was that 
participants most valued about these changes and how they thought these changes had occurred. 
Open ended questions allowed participants to speak as freely as possible about the areas they 
considered important (Smith & Osborn, . 
2003). Copies of the interview can be found Appendix C. 
Interview procedure 
Seven of the interviews were conducted at the young person's place of residence (participants 
were given a choice as to whether they would like to meet at the service base or at their homes). 
One young person preferred the interview to take place at the service base. The social worker 
accompanied me to meet with six of the young people, introducing me and again outlining the 
purpose and aims of the study. He was not present for the interviews. Each interview lasted 
approximately one hour. The young people were asked if they had any concerns about 
participating in the study, and I attempted to address these concerns before the young person was 
asked to sign a consent form (Appendix D). Each interview was tape-recorded and then 
transcribed verbatim with the identifying features changed. 
2.6 Method of Data Analysis 
The interview transcripts were analysed in accordance with the principles of IPA as outlined by 
Smith, Jarman and Osborn (1999) and Willig (2001). This involves a four-stage process of 
analysis. In stage one, I read through the transcribed interviews and choose one that appeared to 
give a rich account of the young person's subjective experience of posttraumatic growth. I then 
engaged in a process of reading and re-reading the transcript, jotting down notes in the left hand 
margin concerning my initial thoughts and observations in response to what I had read. In the 
second stage, I examined my notes and began to document emerging themes. The themes were 
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given titles, written in the right hand margin of the transcript, which reflected my interpretation of 
the essential quality of the participant's expressed meaning. The emergent theme titles were then 
listed on a separate piece of paper and examined to see if any of the themes were connected or 
related to each other. Some themes were clustered together to capture a specific category of 
meaning. These superordinate themes were then given a separate label. The themes and 
superordinate themes, together with the location of relevant quotes, were then summarised in a 
table. Tracing back each theme and superordinate theme to the relevant quote ensures that the 
data is grounded in the participant's account. 
This four-stage process of analysis was repeated for each of the transcripts, producing summary 
tables for each of the individual participants. The superordinate themes summarised on each of 
the tables were analysed and integrated to form an inclusive master list of all superordinate and 
subordinate themes reflecting the experiences all of the young people. Any themes that were only 
minimally supported by the data and / or were evaluated as providing only minimal insights into the 
specific aims of the research study were then dropped from analysis. The table of master themes 
can be found in Appendix E. 
2.7 Criteria for evaluating the quality of the research 
As discussed by Elliott, Fischer and Rennie (1999), much of the evaluative criteria used to assess 
the quality of quantitative research methods are incompatible with evaluating qualitative research 
methods. The epistemological differences that exist between the two approaches render many of 
the criteria meaningless. Elliott, Fischer and Rennie (1999) have revised and developed new 
criteria that better fits with the philosophy of many qualitative methods. I have summarised below 
the ways in which this study aims to meet evaluative criteria set out in a recently published paper 
by Elliott, Fischer and Rennie (1999). 
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Owning one's perspective 
IPA assumes that what participants say or talk about can be mapped onto underlying constructs 
and belief systems that allow the researcher to gain some insight into their participant's 
psychological world (Smith & Osborn, 2003). The meanings attached to particular constructs and 
belief systems voiced by participants are not readily apparent but arise from a process of 
interpretation (Smith & Osborn, 2003). Whilst IPA is concerned with gaining as much of an 
'insiders' perspective as possible, the approach recognises that the researcher can not represent 
this in its entirety as the researcher's own beliefs, experiences and motivations will colour the 
interpretative process. Elliott, Fischer and Rennie (1999) recommend researchers engage in a 
reflexive process and give an account of their own motivations, assumptions and values. They 
discuss the importance of this process in helping the researcher to 'bracket' their existing beliefs, 
remaining open to other possibilities. This process also allows the readers to decipher for 
themselves how much these factors may have influenced interpretative findings and, as a result, 
the readers will also be able to consider alternative interpretations from a different perspective. A 
personal account describing my motivations for conducting the research and possible influences 
on my interpretations can be found in Appendix F. 
Situating the sample 
The demographics illustrated in Table 1 will allow the reader to evaluate how representative the 
sample is in comparison to other refugee populations they are in contact with. As previously 
discussed, there is a degree of variability within the sample and that this needs to be taken into 
consideration when interpreting findings. 
Grounding in examples 
I aimed to make the analytic process as transparent as possible, detailing the method of data 
collection and presenting excerpts from the transcribed interviews in the Findings and Discussion 
section. Readers can therefore easily trace the routes of my interpretations discussed. At each 
stage of analysis described, the researcher is required to self-monitor interpretations ensuring they 
172 
Major Research Project 
are grounded in participants' accounts. Appendix G contains a fully transcribed interview, which I 
believe gives a rich description of the participant's subjective experience of posttraumatic growth. 
This transcribed interview provides a good example of how some of the major themes were 
identified. With this example, the reader is invited to evaluate the credibility of the interpretive 
process and consider if his or her own analysis would reflect similarly. 
Providing credibility checks 
Additional methods of checking credibility and minimising bias were also employed. The University 
Supervisor monitored the analytical process by reading six of the transcribed interviews and 
commented on initial emerging themes. I also. attended a data analysis group with other clinical 
psychology trainees where transcripts were read and discussed, providing a forum of verification 
for some of the themes. At a later stage in the analysis, the Field Supervisor also engaged in 
reviewing findings, and with his extensive experience of working with refugee populations was able 
to elaborate on themes and possible meanings. With myself and others monitoring the analytical 
process, I feel that possible idiosyncratic interpretations that were not grounded in participants' 
accounts were challenged and excluded. 
Coherence 
In the write up of the study, I aimed to provide a narrative account of my thesis in which the reader 
could follow the origins of my ideas in relation to existing literature. The analysis of themes are 
presented and integrated within a discussion concerning the implications of the findings in relation 
to existing literature under one section: Findings and Discussion. Smith and Osborn (2003) 
discuss how the dichotomy between analysis and discussion in the 'writing up' of research is, to 
some extent, a false one and recommend discussing links to the literature as themes are being 
presented. 
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Accomplishing general versus specific research tasks 
The specific aim of the study is to explore the process of posttraumatic growth in a sample of 
unaccompanied refugee minors. The findings from this study aim to contribute to the developing 
knowledge base of posttraumatic growth and provide useful information to those working with 
refugee populations. The study also aims to act as a vehicle in which a minority, vulnerable group 
within our society can 'voice' an alternative view to the dominant rhetoric which portrays refugees 
as 'victims', draining resources with very little to offer. An ambitious aim I considered for this study 
was to contribute to a rising body of literature that wishes to influence this dominant rhetoric and 
bring about psychosocial and political change. 
Resonating with the reader 
The study was written with the participants in mind and aimed to capture the essential experiences 
and meanings associated with posttraumatic growth from their perspective. Therefore, it is hoped 
that findings discussed in the report will resonate with readers from refugee populations and those 
professionals who work with them. 
3.1 Findings and Discussion 
Whilst the study aimed to explore the processes of growth and positive change following trauma, 
the degree to which each young person had experienced this phenomena varied. A common 
pattern of salient themes, however, did emerge from the analysis. These themes were grouped 
under four main superordinate themes as illustrated in Table 2. The following section aims to 
translate identified themes into a cohesive narrative account that explains my conceptualisation of 
the process of positive change for this particular group of participants. This account will be 
interspersed with verbatim extracts from participants' transcripts to support my understanding of 
this process. 
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Table 2: Themes and Superordinate Themes 
3.1 
Superordinate Theme: Impact of Trauma 
1. A Search for Meaning 
2. Dislocation and Loss 
Superordinate Theme: Variables influencing process of positive change 
3 Social Support 
4 Activity 
5 Religion 
Superordinate Theme: Positive Outcomes 
6 Positive changes in self-perception 
7 Desire to live a purposive life 
Superordinate Theme: Dissonance 
8 Co-existence of ongoing distress and positive changes 
9 Mismatch between internal feeling state and external presentation 
Impact of Trauma 
The young people in this sample described encountering a number of stressful / traumatic events 
throughout the three stages of their experience to seek asylum in the UK. Participants described 
the different ways in which these experiences had impacted on their sense of well-being and from 
the analysis of their accounts, two main themes emerged. 
3.1.1 Theme 1: A search for meaning 
In the interviews, many of the participants described how they had engaged in a process of 
questioning why traumatic events had happened and why they had survived and others didn't. 
Through this questioning process, participants appeared to be searching for a meaning, 
desperately trying to come to terms with the devastating events endured. Participants' described 
how the traumatic nature of the events were felt to have made no sense. They commented on 
initially feeling very confused and how they were left without a meaning or purpose in their life. 
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"I used to think about... and I'm like why? How is it so? Why is it only me who survived? Why did it 
have to be me? I should have gone and other people stayed... " 
(Participant Two) 
"You ask yourself what has happened. The question you keep asking... the first question is why? 
Why did it happen like this? " 
(Participant Seven) 
As discussed in the introduction, Janoff-Bulman (1992) interpreted her clients' question of "why 
me? " as representing a shattering of deeply held assumptions concerning the benevolence and 
meaningfulness of the world along with the shattering of cognitive schemas pertaining to themes 
of self-worth. From my analysis of participants' accounts in this study, I have made a similar 
interpretation. Participants' questioning of traumatic events and of their survival indicates to me 
that previously held assumptions which functioned to make the world comprehensible and 
meaningful, no longer exist. Tedeschi and Calhoun (2004) describe how the shattering of 
assumptions leaves the individual without a roadmap for understanding the world and their role 
within it. Participants' questioning of events is seen as an attempt to rebuild these schemas and 
their search for meaning is seen as a starting point in this process. 
In their search for meaning, many participants described a process of continually thinking about 
what had happened to them, repeatedly going over and over events in their mind. 
"... but you know there are days and nights that I can't stop thinking about it ... but... 
I can't stop 
thinking about it" 
(Participant Four) 
Whilst the majority of participants who had engaged in this process were able to discuss ways in 
which they had developed some kind of meaning, a purpose and / or identified some kind of 
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positive change, two participants described a different experience. Participant Six described the 
emotional pain and distress she experienced when thinking about traumatic events and her 
attempts to avoid thinking as a way of trying to manage this distress. 
"I'm trying to forget everything and make it easier as possible as I can but, for example, if my 
friend is here and she remembers her mum and cries, I remember my mum and cry, what is the 
solution? So, I try my best not to think about it but still it is eating me inside... " 
(Participant Six) 
Participant Three described the difficulties she experienced in trying to remember and to think 
about her experiences. The impact of the trauma appeared to have impaired her ability to 
cognitively process what had happened. 
".. sometimes I can't remember... I don't know" 
"... 1 think because I am a person, but I can't think anymore 
(Participant Three) 
ly 
Both Janoff-Bulman (1991) and Tedeschi and Calhoun (2004) discuss the role of cognitive 
rumination as an adaptive process in helping to integrate the traumatic experience into newly 
rebuilt schemas and revised assumptions. For the majority of participants, engaging in a process 
of thinking about what had happened to them and why, appeared to be beneficial as they were 
able to describe some positives outcomes following this experience. According to Tedeschi and 
Calhoun's (2004) review of the posttraumatic growth literature "the degree to which the person is 
engaged cognitively by the crisis appears to be a central element in the process of traumatic 
growth, particularly through the provision of new schemas related to growth" (Tedeschi & Calhoun, 
2004, p. 12). For Participants Three and Six, the only positive change identified from their 
transcribed accounts was the removal of threat (e. g. no longer imprisoned and experiencing 
torture). It may well be that the lack of growth or positive change experienced by these participants 
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is influenced by the use of cognitive avoidant strategies and cognitive impairments (e. g. memory 
problems) that hinder the rumination process. However, due to the methodology employed in this 
study, causality cannot be ascribed, and a lack of growth / positive change might be equally 
influenced by other variables such as the nature of the trauma, length of time settled in the host 
country etc. 
3.1.2 Theme 2: Dislocation and Loss 
The theme "dislocation and loss" emerged from participants' descriptive accounts of the types of 
losses they had endured and how this had left them feeling. These included feelings of loss and 
bereavement following the death of family members and being unable to get in touch with family 
members whom they believed were still alive. Descriptions of how parts of the self had been lost 
were also expressed. Feelings of dislocation were commonly expressed when participants' spoke 
of having lost all that was familiar to them in their home countries and their difficulties in trying to 
understand a new language and new culture. 
"because .... /lost a lot of things... 
I lost everything" 
(Participant Four) 
"First of all when you are in a country which you don't speak the same language, you don't know 
the rules and regulations, you have no friends, nobody really to just say hello or to talk to" 
(Participant One) 
The losses described by participants are in keeping with many of the findings from the existing 
literature reviewed. For example, Ajdukovic and Ajdukovic (1998) described a number of losses 
endured by refugee children during the war in Croatia. These included: "loss of loved ones"; 
"loss 
of home"; "loss of parental support and protection" and "loss of a traditional way of life". 
Ajdukovic 
and Ajdukovic (1998), along with other studies (e. g. Sourander, 1998), have used questionnaires 
to identify the ways in which these losses and other experiences of trauma have impacted on 
the 
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young person's well being. Their findings indicate a common presence of psychological and 
behavioural symptoms related to PTSD, anxiety and depression as previously discussed in the 
introduction. However, by using a qualitative methodology in this study, participants were able to 
describe their subjective experiences of how this loss had impacted. The desire to `fit in' with 
others was a major concern for some participants. 
"I was new, my other colleagues, they didn't understand me... I was like upset... and just so 
quiet... I just didn't fit into their kind of world" 
(Participant Five) 
Both Dennis (2002) and Fazel and Stein (2002) stress the importance of accessing mainstream 
education as a way of facilitating peer relationships and greater integration into the host country. 
"Mainstream school is the ideal starting point to enable these children to rebuild their lives, while 
also enhancing the genuine inclusion of all children and their families into the local community and 
mainstream society" (Dennis, 2002, p. 6). Whilst for some participants accessing education was 
seen as a major turning point in facilitating positive change, for others, being with peers 
indigenous to the UK appeared to exacerbate feelings of "difference". Two participants in 
particular, despite their access to education, continued to struggle to feel accepted amongst their 
peer group. It cannot be assumed that just by accessing education, inclusion and acceptance will 
automatically result. 
"I could speak English but my accent was really, really different from the others so they would 
bully me because I was different" 
(Participant Eight) 
Nearly all participants described feeling an overwhelming sense of responsibility for managing 
their day-to-day lives and future aspirations. Whilst many acknowledged social service's role in 
providing some guidance and support, especially in meeting basic needs, guidance concerning an 
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overall purpose or meaning to life from which the young person could draw to guide decision 
making and generate future goals, was not forthcoming from others and was felt to be the 
responsibility of the young person. 
... because my mum was there and she was taking care of everything for us. But now, here by 
myself, on my own, it is very hard, it is very difficult to cope, you know, day to day life, you know, 
today what should / do with this, what should / do with that, where should I go now, what should... 
these are not easy" 
(Participant One) 
"... you have to weigh things and like... you have to make a choice for yourself. Because at the 
end of the day you have to be responsible for what you do, for what you say... " 
(Participant Seven) 
Having endured so much loss (particularly the loving guidance and support from family members) 
and living in unfamiliar surroundings, knowing where to go next, which direction one's life should 
take, was felt to be a huge undertaking and one in which many young people felt entirely 
responsible. The above finding pertaining to themes of responsibility and a need for guidance 
have not been well documented within the existing trauma literature within this population and may 
benefit from further exploration. 
3.2 Variables Influencing Process of Positive Change 
From the analysis of participants' transcripts, a number of key experiences and / or turning points 
were identified that appeared to act as vehicles for positive change. These were grouped under 
the superordinate theme entitled above. Three main themes (social support, activity and religious 
beliefs) within this superordinate theme emerged from participants' accounts. These were not only 
the most prevalent but also provided rich and detailed descriptions of the positive change process 
experienced. 
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3.2.1 Theme 3: Social Support 
The variable social support acted as a vehicle for positive change on a number of different levels. 
Participants discussed the specific ways in which being with other people influenced their 
thoughts, feelings and behaviours. For many, having the opportunity to sit and talk with someone 
about their experiences was felt to be very beneficial. 
"... talking to the social worker, talking, if you like, anything you find hard, you tell them so you feel 
a bit better because... I really longed for somebody to talk to... " 
(Participant Four) 
"... when you talk about it you come to understand it, maybe... maybe it happened for a reason" 
(Participant Two) 
Talking with others appeared to help many participants to make sense of the ways in which 
trauma had impacted on their lives. The finding supports Janoff-Bulman's (1992) view in which 
she emphasises the important role others can play in helping the traumatised individual to 
verbalise their experiences, creating a narrative that will aid trauma recovery. Tedeschi and 
Calhoun (2004) comment on how the process of narrating trauma experiences allows the 
individual to create a meaningful life story that can provide a greater understanding and 
explanation of the events experienced (Tedeschi and Calhoun, 1994). Pals and McAdams (2004) 
also comment on how the act of putting trauma experiences into words facilitates greater cognitive 
processing of the traumatic event, which can lead to new ways of thinking about the self and 
others. This process can pave "the way for posttraumatic growth to emerge" (Pals & MacAdams, 
2004, p. 66). 
From the experience of talking it through, participants also described feeling comforted and 
supported. For two participants in the study, the interview was the first opportunity they had to 
voice their experiences and they spoke of how important this was and how much they valued the 
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opportunity. Not having the opportunity to talk (either because of language barriers or other 
difficulties) resulted in feelings of frustration and isolation. Where participants had been able to 
make use of opportunities for talking, this may have helped to foster feelings of self-esteem. For 
example, in that participants' opinions and concerns had been listened to and responded to in a 
way that conveyed that they mattered and were important; this appeared to reflect to participants 
that perhaps they too mattered and were important. 
"... in therapy we talk about something that's really pertinent to your life... so after talking about it, 
you found some comfort" 
(Participant Four) 
"I just want someone to sit there and listen... because it means so much. That's why even / took 
on this interview because I thought someone is going to listen to me, you know... someone is 
going to listen to me, so / do really appreciate it" 
(Participant Eight) 
"... it's like, if someone could listen to you, it means a lot, it means a lot, it means a lot to you 
because when someone sits down, you know, this is like my time, you know, you feel special in 
that moment because someone is there just to listen to you. It's all about you in that moment. 
Maybe it's a selfish thing to think but it feels good" 
(Participant Eight) 
Neimeyer (2004) discusses how sympathetic, concerned and helpful responses to disclosure can 
solicit "validation of one's experience and the provision of social support that can facilitate healing 
and growth" (Neimeyer, 2004, p. 54). As discussed in the introduction, Jannoff-Bulman (1992) 
considers the younger person's heightened sensitivity towards others interpretations of the 
trauma 
experience. She also emphasises the necessity of the listener to respond to the young person's 
disclosure of trauma in a sensitive, caring and emphatic way as these caring experiences can 
then 
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be integrated into the young person's assumptive world (Janoff-Bulman, 1992). From Participant 
Two's transcript (Appendix I) one can track the significance of others caring responses and their 
possible influence in the reconstructing of schemas concerning the self as worthy and the world as 
benevolent. 
Being with people and sharing experiences, particularly with people who had survived similar 
traumatic events, allowed participants to compare their own situations with others. Participants 
spoke of comparing with others who were managing well and used their observations to help them 
to generate new goals and possibilities for their own futures. Talking with others who had gone 
through the Asylum process also helped some young people gain a better understanding of the 
system and better access to appropriate help and support. 
"... they were determined people...... my mate, she was like... she used to talk about `now you 
see I finish college, / have to go for this, I have to go for this' and / was like, yeah, maybe I could 
also do it" 
(Participant Two) 
"... because my friends kept telling me, because for them they had been here a long time, they 
knew everything and they were like `if you don't want to live with (name of person), you don't have 
to, you can go to social services and tell them the story'... so I was like, 'OK'... " 
(Participant Seven) 
Tedeschi and Calhoun (2004) also emphasise the important role of social support provided by 
people who have shared similar experiences. They discuss how this support can be particularly 
influential because "the credibility of those who have `been there' can be crucial in determining the 
degree of willingness trauma survivors have to incorporate new perspectives and schemas" 
(Tedeschi & Calhoun, 2004, p. 8). Participants' accounts in this study would also support the 
importance of mutual support in facilitating trauma recovery and positive changes. 
The opportunity 
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to model observed behaviour acted as a powerful tool, not only at a practical level (e. g. a guide to 
accessing appropriate help / support) but also in the generation of future aspirations and goals. 
Talking with others also allowed participants to realise they were not alone in their suffering. This 
seemed to be important in helping the young people to feel less socially isolated and less 
"different". Participants also spoke of comparing with others who were perceived to be less well 
off. This appeared to help the young people to recognise and appreciate the positives factors in 
their life, fostering feelings of self-esteem as they recognised their strength and resiliency in 
overcoming so many obstacles. 
"There is another boy from Afghanistan living at the same address, his situation is even more sad 
than me because he has lost his parents, his mother, his father, everybody and you know just to 
see him in this situation. At least / can say well you know, it's not that bad for me". 
(Participant One) 
"... / see how other teenagers act as well, you know, I am saying to myself, I wasn't that bad... 
you know, when / compare myself to other people, which I don't like doing, but 1 do sometimes, the 
way I went about things, I didn't end up drinking, taking drugs or anything... " 
(Participant Eight) 
Wills and Sandy (2001) describe the cognitive process of 'downward comparison' as being 
particularly helpful as a coping strategy for those people experiencing problems that can not easily 
be resolved e. g. chronic illness. Tedeschi and Calhoun (1995) have also examined the role of 
downward comparisons in coming to terms with the aftermath of trauma. They have found this 
style of cognitive processing to be particularly favoured by people who have experienced 
trauma, 
resulting in increased self esteem as well as decreasing feelings of anxiety and 
depression. 
Another important function which Tedeschi and Calhoun (1995) have identified is that "downward 
comparisons may also reduce the belief that one's experience 
in crisis is rare or exclusive, 
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providing some relief from rumination about why one was singled out for catastrophe" (Tedeschi & 
Calhoun, 1995, p. 6). Being with others who had endured similar traumatic events seemed 
particularly salient for participants in this study. This is perhaps unsurprising when one considers 
their experiences of devastating loss and dislocation. Connecting with others who have shared 
similar experiences may play an important role in meeting participants' emotional needs. 
Participants spoke about how important support was, particularly from social services, in meeting 
basic needs and how much it was appreciated. The distress and worry caused when basic needs 
were not being met was expressed by one participant who was engaged in a struggle to get her 
need met for a safe and secure place to stay. 
"... social services, they have done lots of things and like, because again I am thinking without 
them, I'd have no life... and just because at least some space has opened up in your life, getting 
this flat and having some little money to rely on... " 
(Participant Five) 
"... if I've got a base that... that's a permanent home, you know, because then I know no-one's 
going to take it away from me... I'm not going nowhere, this is mine ... then 
I will have the power to 
push myself even higher and higher and higher... " 
(Participant Eight) 
However, where basic needs were being met, participants also spoke of how this in itself was not 
enough to foster positive feelings regarding themselves and their circumstances. 
What was seen 
as equally important by participants was the availability of someone to confide their worries 
to and 
who could offer comfort and care. Meeting basic needs, e. g. a place to stay, was 
for some, less 
important than meeting emotional needs. 
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"... my social worker spoke to me about it, and she was so cross with me because my landlord was 
saying I was not staying in the house, maybe she has a boyfriend or whatever. But then, they 
didn't get my point. I didn't want to be lonely, because when I was lonely I could get upset, all the 
memories would come back...... I had to find a friend... at least like for two people, you could 
console each other" 
(Participant Five) 
"... what can / do? This house is beautiful, or something, but what can I do with it? " 
(Participant Six) 
The importance of meeting `basic needs' as a secure foundation from which feelings of growth 
and positive change can emerge has not been well documented in the posttraumatic growth 
literature (although has been documented in human developmental literature e. g. Mazlow's 
hierarchy of needs). Many of the studies researching posttraumatic growth have used samples 
from western populations whereby the trauma experiences endured are likely to have been single, 
one off events (McMillen, 2004). Basic needs such as a place to live, food to eat etc are more 
commonly met within these populations and are therefore unlikely to have been a focus for 
research. 
However, as discussed in the introduction, Dennis (2002) found that many unaccompanied 
minors in her study were either homeless or living in unsupported housing.. Whilst the majority of 
participants in this study described how their basic needs were being adequately provided for, this 
had not always been the case. One young person described a previous experience of being 
housed in a Bed and Breakfast where there was no door on her bedroom. This high-risk situation 
left her extremely vulnerable and it was in these circumstances that she became the victim of a 
sexual assault. This young person described the importance of having a "secure base" (a safe 
place to stay) from which she could reach out to the world and embrace new experiences. 
Her 
descriptions resonate with Bowlby's (1988) Attachment. Theory where the `secure 
base' (originally 
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referred to as the infant / care giver relationship) is essential in helping the infant to explore new 
surroundings and develop social competence. As the infant develops, the 'secure base' 
experience is internalised and provides a template for perceiving the world and one's role within it. 
Participant Eight describes a similar process whereby the physical entity of secure and safe place 
is linked to an internalised felt sense of security and safety. These internalised feelings foster a 
greater sense confidence and competence, leading to a greater ability to generate new 
possibilities and fulfil one's potential. 
Much of the posttraumatic growth literature has focused on how the caring and supportive 
responses of others can influence cognitive processing and schema change. In my analysis of the 
transcripts, I felt that participants also expressed the important role others play in helping to sooth 
and manage distressing feelings related to the trauma experienced. In keeping with Attachment 
Theory, more recent literature has explored the influence of early attachments in guiding adult 
behaviour and have found that at times of stress, the adult's internalised 'secure base' experience 
is activated. This leads the adult to engage in self-soothing behaviours and seek comfort in others. 
Engaging in this behaviour produces physiological responses that help to regulate affective states 
(Holmes, 2001). I feel the strong physiological response of being comforted and soothed by others 
also play a significant role in trauma recovery for these participants and have helped to lay the 
foundations from which growth and positive change to emerge. 
3.2.2 Theme 4: Activity 
Connected to social support is the role of activity in helping recovery from trauma and facilitating 
positive changes. Engaging in activities with others appeared to influence the positive change 
process on a number of different levels. Firstly, activity functioned as a way of managing 
distress. 
Participants' spoke of how engaging in pleasurable activities provided a welcome 
distraction from 
memories of past trauma and an outlet for managing strong affective states. 
187 
Major Research Project 
"... when / started college, / enjoy college... I... OK used to think about my home, my parents' 
house and how I lost them but not so much as I used to think about it before / started college" 
(Participant Two) 
°... to deal with my anger, 1o to the g gym, do boxing, do running on the treadmill, that will cool me 
down. I can't shout back... / find it hard to shout at people, you know, or... express my anger 
verbally, you know, I do it in the gym... " 
(Participant Eight) 
Participants also spoke of how a lack of activity, being in the house all day with little else to do, left 
them to focus on the trauma memories and they described how these memories were 
experienced as intrusive and upsetting. 
"... / was staying in the house forever, every day, every day... so again, you get lonely, the 
memories come back... " 
(Participant Five) 
The role of behavioural coping methods in managing distress and facilitating positive change has 
also been less well documented in the posttraumatic growth literature. Participants in this study 
spoke of the importance in engaging in pleasurable activities as a way of managing distress and 
distracting from cognitive ruminations concerning their experience of traumatic events. Whilst 
Tedeschi and Calhoun (2004) consider the role of cognitive processing, including rumination, as 
playing a crucial role in the development of posttraumatic growth, other researchers have 
questioned whether the nature and content of particular ruminations is positively related (Park, 
2004; Nolen-Hoesksema & Davis, 2004). In a review of the literature by Nolen-Hoeskema and 
Davis (2004) they consistently found that rumination (characterised by regrets and self-reflections 
concerned with analysing events and trying to understand affective states) has been "associated 
with more distress, more negative thinking, poorer problem solving and other negative outcomes 
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over time" (Nolen-Hoeskema & Davis, 2004, p. 62). Tedeschi and Calhoun (2004) would argue 
that a "resolution-focused" style of cognitive processing would better assist posttraumatic growth. 
Whilst this study did not aim to explore the nature and content of participants' ruminations, I would 
suggest that having endured such devastating traumas and subsequent loss, reaching a stage in 
which ruminations can be more "resolution-focused" would require time, additional support 
(friends, support groups, professional help) and a balancing of more negative ruminations with 
healthy distraction. Increasing pleasurable activities is well known to be an effective intervention 
for reducing depressive affect in depressed populations (Beck, 1989). It might also prove a very 
useful intervention for helping young people manage negative ruminations and increase positive 
feelings from engaging in activities they find enjoyable. Engaging in physical sports / activities may 
also provide and opportunity for venting emotional distress as was voiced by Participant Eight. 
Engaging in activities (particularly accessing education) functioned as a way to learn new skills, 
generate goals and fulfil potential. Participants in this study expressed the importance of 
accessing education not only in achieving the above but also as a way of gaining financial 
independence. 
"... when you study, you broaden your mind and you just don't get stuck at one place. At least you 
know what comes into your soul... like you hear things, the world and society" 
(Participant Five) 
"... then you can do something and can get a better job because the whole 
issue about sitting at 
home and waiting for money to be given to you, it's not good... " 
(Participant Seven) 
Some of the young people in this study choose to engage 
in activities whereby they could be of 
use to others and this appeared to play an important role 
in fostering self-esteem and self-efficacy. 
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"... here in the UK, they call me for like conferences and seminars to talk about my experiences 
and my achievements, so... like this can... empower other young youth... becoming more... 
realising their ambitions and give them another way...... I just think of myself and I feel proud" 
(Participant Five) 
"... because I do sometimes voluntary work for like kids that have got aids and ... some of them 
have been through the same situation as me but.:. so I go there and I speak to them and they say 
I am very understanding because... you've been there... and I love going there because then you 
feel better about yourself because you're not worse...... They smile because you went there and 
said hello or just rubbed their hand and just said everything is going to be OK... and that makes 
them smile and you're thinking... maybe my life is not that bad... you know, maybe I'm doing a bit 
better than I thought... it's a very good... kind of, you know, way to find a way, I like doing 
something like that... " 
(Participant Eight) 
The importance of accessing opportunities for education as a way of helping to generate goals 
and aspirations is consistent with other findings within the literature. Fazel and Stein (2002) have 
commented on the important role schools play for young refugee children in facilitating academic 
achievement and learning; social and emotional development and can also add to the young 
person's "sense of self worth and sense of control over their environment" (Fazel 
& Stein, 2002, p. 
368). 
Participants in this study also spoke of the importance of engaging in activities in which they could 
help others, again resulting in increased feelings of self-esteem and self-efficacy. 
This view is also 
prevalent in the posttraumatic growth literature reviewed 
by Tedeschi and Calhoun (1995). "The 
recognition that one has something precious to offer other people 
in great turmoil can produce a 
sense that one now has a gift: intimate knowledge of 
the traumatic experience and an ability to 
empathise with similar others in a way few people could. 
There may develop a sense of belonging, 
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paid for dearly, and therefore very valuable" (Tedechi & Calhoun, 1995, p. 99). For the participants 
in this study, where a sense of profound loss was evident throughout much of their personal 
accounts, this ability to connect and share with others appeared to be particularly valuable. 
3.2.3 Theme Five: Religion 
Many of the young people in this study spoke of the important role religion played in facilitating 
positive change / feelings of growth. Religious beliefs functioned as a guide for how to lead one's 
life and facilitated the development of meaning and comprehension in coming to terms with the 
impact of the trauma. Important in the development of meaning appeared to be the sense of 
shared responsibility for what had happened and what might happen in the future. The belief that 
God may have had a purpose in mind for the intense suffering endured appeared to facilitate a 
greater understanding and acceptance of their current circumstances. 
"... if you have a strong religion, you will leave most of the things that have happened to you, you 
know, in someone else's hands. We believe that what ever comes for us, you know, it's God 
really, who wants it to happen, or, you know, just for us to go forward or do something with the 
help of him, really" 
(Participant One) 
"... 1 just prepare for the rest of my life, like, trusting in God. Doing all the good that God really 
likes... and hopefully, you know, because without him... cause I am no longer afraid anymore. I 
just feel that things will be really positive at one point. Whether I am in this country or else where 
because I came here... I just feel that when they don't need me anymore here and... but... I'm not 
afraid. I'm thinking the Lord is with me. At one point he will take me... I'm just 
feeling really strong 
and I just want to finish my college course and wait" 
(Participant Five) 
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Tedeschi and Calhoun (1995) have also discussed the functional role religion can play in 
facilitating positive change and posttraumatic growth. They comment on how the belief that one's 
survival of traumatic events was a part of God's plan can lead to greater acceptance of the event. 
Tedeschi and Calhoun (1995) also comment on how this belief can lead to an enhanced feeling of 
"vicarious secondary control" in that prayers maybe answered and may somehow influence events 
in the future. "Petitioning God for help occurs within a faith that meaning still exists, that God is a 
positive force, that one still means something to God, and that one can control events through 
petitions to God" (Tedeschi & Calhoun, 1995, p. 75). I consider that the function of these religious 
beliefs discussed by Tedeschi & Calhoun (1995) might hold particular significance to the young 
people in this study. Having endured prolonged and repeated traumas that were likely to have 
been experienced as beyond their control; a belief that one can influence events through prayer 
might be particularly valuable. Also, as previously discussed, the absence of family members 
which participants described led to an overwhelming sense of responsibility for managing their 
lives; a belief that this responsibility is shared with a higher power might also function to relieve the 
young people of some of the stress associated with this responsibility. 
Connected to this theme is the importance of religious teachings acting as a guide for how to live 
one's life. With the absence of parental guidance and living in a country where nothing is familiar, 
the need for guidance from some other source is likely to be heightened for these young people. 
Through attending church, reading the bible and listening to religious teachings, an opportunity to 
meet the need for guidance and support is facilitated. This particular function is not well 
documented in the posttraumatic growth literature or the coping literature and may be specific to 
this sample or to other unaccompanied refugee minor populations. Further research is needed to 
clarify this issue. 
One of the other important functions religion appeared to serve was in meeting participants' 
emotional needs. Many spoke of the comfort they received from their beliefs as well as the social 
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support received from other church members. Many spoke of the intimate relationship they had 
with God and how he acted as a confident for their worries and concerns. 
"... having faith in the Lord, Jesus Christ, because now a days when / feel so low, in case of any 
problems, any problems, I just kneel down and pray, and ask, and then I'm like... maybe the Lord 
don't answer me that way, at least he has another way, like some good thing that he has prepared 
for me... I'll just wait... and that again makes me feel good. I get hopeful, like, I feel optimistic 
about praying, I just find happiness... " 
(Participant Five) 
"... 1 am Muslim and emmm... I tell him, you know, all my problems, everything that happened and 
he gives me strength" 
(Participant Six) 
"I just feel the intimacy with God, you know, I feel like I'm one to one with somebody, you see, and 
that's a really special thing to me" 
(Participant Eight) 
The role of religious beliefs in meeting emotional needs is also not well documented in Tedeschi 
and Calhoun's (1995) model of posttraumatic growth. Their emphasis is on the function of 
religious beliefs influencing cognitive processing and the development of meaning / 
comprehensibility. However, participants in this study spoke of how their religious beliefs played an 
important role in meeting their emotional / spiritual needs. Paragament, Poloma and Tarakeshwar 
(2001) comment that in times of crisis religious methods of coping can offer many solutions, 
particularly when social supports are lacking as religion offers a valued alternative of spiritual 
support. Gall, Charbonneau and Clarke's et al (2005) review of the religious coping literature have 
found that a positive relationship with God plays an important role in coping with stressful / 
traumatic events. They comment on how a "relationship with God can fulfil various functions, 
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including the provision of comfort, social support and a sense of belonging, the encouragement of 
inner strength and acceptance, empowerment, and control, the relief of emotional distress and 
specific fears (e. g. fear of death) and the creation of meaning" (Gall, Charbonneau and Clarke's 
et al, 2005, p. 95). Gall, Charbonneau and Clarke et al (2005) describe "intrinsic religiosity" as an 
"internalised understanding of who the Transcendent is through faith, hope and love for others, 
God, and self'. They connect "intrinsic religiosity" with greater "altruistic motivation" and playing a 
positive role in trauma recovery. Many of the young people in this study described intrinsic 
religious practices and were highly motivated to support and help others. This in turn fostered 
feelings of self-esteem and self-efficacy as previously discussed. 
3.3 Positive Outcomes 
Participants were able to identify positive changes that had occurred following their experiences of 
trauma. For some, the positive changes were extremely limited and concerned only the removal of 
threat. Others perceived greater changes, for example to the ways in which they saw themselves, 
their relationships with others and how they saw their place in the world. 
3.3.1 Theme Six: Positive changes in self-perception 
The above theme emerged from participants' descriptions of how they perceived positive changes 
in the ways in which they saw themselves having survived a number of traumatic experiences. 
The majority of participants perceived a greater sense of personal strength and some also 
perceived a greater empathy and ability to care for others. 
"... I've become stronger... " 
(Participant Two) 
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"... I've managed to be strong... I'm just like more... more sensitive... yeah, like patient, like self- 
content... and kind... " 
(Participant Five) 
The positive outcomes identified from the transcripts are seen to have been facilitated by the 
variables discussed above and may also have been influenced by the nature of the trauma 
endured. As previously discussed, many of the young people spoke of the enormous pain and loss 
they had suffered as a result of the (often repeated) traumas they had experienced prior to fleeing 
their country of origin. Once participants had arrived in the UK, they continued to face a number of 
obstacles and further negative / traumatic events in their attempts to adapt and settle into their 
new way of life. Some of the participants interviewed in this study were still very much engaged in 
this struggle and had been unable to progress any further. For others, there was a greater sense 
of having overcome these obstacles and that they were now set on a journey to achieve their 
future goals and aspirations. I believe the experience of being listened to by others helped 
participants to feel validated and also increased their recognition of personal strength and 
resiliency in having overcome so much. Participants' own engagement in `downward comparisons' 
also facilitated greater recognition of their own strength and coping abilities. Accessing education 
whereby participants could fulfil opportunities for achievement and receive positive feedback is 
also thought to have been helpful in this process. 
These feelings of strength were also linked to greater sense of confidence in being able to make 
decisions and an ability to be more self-reliant. Participants spoke of valuing their independence 
and appreciating their resourcefulness and capabilities. In valuing these strengths participants 
spoke of their recognition that this had taken a great deal of effort and determination. 
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"... you have to stand tall for yourself because nobody is going to hold you, if you're falling, OK, 
there might be people down below trying to push you up but you have to make yourself strong for 
it" 
(Participant Seven) 
"I feel very independent because I don't have to rely on anybody" 
(Participant Eight) 
As previously discussed, the impact of the trauma suffered by participants resulted in a greater 
sense of responsibility for managing their day-to-day lives. Having successfully managed this 
responsibility and having succeeded in overcoming so many obstacles, participants would have 
gained access to a great deal of information that would support their perceptions of increased self- 
reliance, particularly in the absence of supportive family networks. 
In the literature reviewed by Tedeschi and Calhoun's (1995), a greater sense of personal strength 
and self-reliance was found to be a common posttraumatic growth outcome. Tedeschi and 
Calhoun (1995) comment on how "the crisis event can set in motion the need to meet a wide array 
of specific demands, and meeting these successfully can greatly enhance the individual's personal 
strength" (Tedeschi & Calhoun, 1995, p. 13). Having endured a number of crisis events, resulting 
in a need to meet a wide range of demands, success in meeting these demands without the 
support of family networks is likely to lead to an even greater sense of personal strength and self- 
reliance. Harvey, Barnett and Overstreet (2004) in their critical review of Tedeschi and Calhoun's 
(2004) model, have questioned whether it is possible at all for growth and positive change to 
emerge from experiences of severe trauma and multiple losses such as those experienced by 
refugees. This was certainly something I considered prior to beginning the study and although my 
questions focused on exploring positive experiences following trauma, I 
felt it likely that 
participants would be unable to describe any or very little positive change. 
However, this was not 
the case, and whilst changes were perhaps not as great as those 
found in other research findings 
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and did not span all of Tedeschi and Calhoun's (2004) five domains, the fact that participants were 
able to perceive some positive change is testament to their remarkable capacity to survive and 
overcome such devastating events. 
Connected to a greater sense of personal strength was a greater awareness of personal 
resources, particularly the determination and effort participants had drawn upon in overcoming the 
many obstacles faced. The role of determination and effort has not been well discussed in the 
posttraumatic growth literature and this outcome is perhaps a reflection of the uniqueness of the 
multiple traumas experienced and the many obstacles overcome in the process of seeking 
asylum. Of the positive changes perceived within the self, Participant Two felt that determination 
was the most valued (Appendix G). Many of the participants' spoke of their determination and 
valued this as an aid to overcoming any future obstacles in their struggle to achieve their 
aspirations and goals. 
3.3.2 Theme Seven: Desire to live purposive life 
Participants in this study discussed how their survival of trauma had influenced the way in which 
they wanted to live their life in the future. Many of their goals were altruistic in nature, for example, 
wanting to be a role model for others and wanting to support others. Many participants wanted to 
gain careers in the 'helping' profession - working as nurses or social workers. For some young 
people their reasons for living a purposeful / altruistic life were guided very much by their religious 
beliefs. 
"... maybe / am a strong person and God made me survive because / could be something to the 
world in return... " 
(Participant Two) 
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"... if at all / could go to Uni, / would maybe work in a hospital or something. Get money that would 
benefit some other kids... or people who are down... " 
(Participant Two) 
For other young people, the drive to live a life in which the focus was to help others derived from 
their own experiences of suffering. They spoke of wanting to share the knowledge and 
understanding gained from these experiences with others in the hope that they could be better 
helped and understood than perhaps had been the case for them. 
"... I've just developed like... helping other people... cause in my suffering I... 1 just feel like other 
people are suffering just like me as well... 1 just feel young people especially; /just feel that they 
are vulnerable and if I can... I can help them with their lives...... so that's what I want, to get 
money and I have to work hard to get money. Well then I'd get a better life style and I can give 
more to the needy. Just show them, those who want, it can be just like me... " 
(Participant Five) 
"... social work? Yeah, I want to do it because I have been through it and it feels like social 
workers... most of them haven't, they haven't been through it. So they don't listen, you know, and 
all us young people ask for is someone to listen... You see, that's why I want to do it... they would 
be more likely to listen to me because if someone hasn't been there...... I have to try and make 
myself succeed in life, you know, get a lot of experience in different things, you know, do the 
voluntary work, that is... I'm feeling like I'm giving something back to society. Even though 
it didn't 
give me that much" 
(Participant Eight) 
The theme `desire to live a purposive life' arose from participants' accounts of wanting to 
do 
something with their lives that involved helping others. 
Participants spoke of a greater empathy for 
others, a greater awareness of other's vulnerability and- a wish 
to play an active role in supporting 
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others and bringing about change. This particular outcome was seen as being influenced very 
much by the variables discussed above. Engaging in activities which involved helping others 
fostered feelings of self-esteem and self-efficacy. These rewarding experiences are seen as 
playing a pivotal role in shaping participants' future aspirations and goals. The recognition that 
participants' had gained important knowledge having survived trauma and could perhaps better 
empathise and support others who had gone through similar experiences, appears to have 
influenced the development of altruistic goals and aspirations as an outcome of this process. Also 
influencing this process is the role of religious beliefs. As previously discussed, Gall, Charbonneau 
and Clarke (2005) believe that people engaged in intrinsic religious practices are more likely to be 
altruistically motivated. A desire to lead a good and purposive life is also seen as a possible 
outcome from following religious teachings and the guidance of religious beliefs. 
Tedeschi and Calhoun (2004) also recognise greater compassion and empathy for others as an 
outcome of posttraumatic growth, which they have placed within the growth domain "more intimate 
relationships with others". They comment on how trauma survivors engaged in a process of 
posttraumatic growth are more likely to offer support to others in similar situations and are more 
likely to empathise with their distress. Whilst the findings from this study would support the above, 
I also felt that participants in this study were saying something more than just wanting to offer 
support to those in need. Participants in this study spoke of wanting to help others as part of an 
overarching goal that provided a meaning and purpose to their lives. I wondered if this particular 
growth outcome might also be influenced by wider cultural context belonging to the young person's 
country of origin. Many of the countries from which participants originated belong to collectivist 
societies where there might be a greater emphasis on sharing and supporting others than 
is 
present in western, individualistic societies. However, this was not evident 
in participants' accounts 
and therefore remains a speculation. 
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3.4 Dissonance 
Although less prevalent, two participants described how their perceptions of positive change co- 
existed with on going feelings of distress and worry. Other participants did not specifically 
comment on this process, however, from their overall narrative account in which rich descriptions 
were offered concerning the nature of the trauma and it's impact, I felt that a co-existence of 
positive change and ongoing distress was also likely to exist. I felt it was important not to lose 
sight of this ongoing distress as this is an important part of participants' experience and may have 
implications for clinical intervention. I have therefore included these two accounts as part of my 
analysis. Connected to this experience, is participants' accounts of a mismatch between their 
positive external presentation and their internal experience of distress. Again, I felt this to be an 
important part of participants' experience and to have wider clinical implications and I have 
therefore also included this experience in my analysis. 
3.4.1 Theme Eight: Co-existence of ongoing distress and positive changes 
Two participants described how through their experiences of having survived traumatic events, 
they had come to see themselves as much stronger and much more self-reliant. However, for one 
participant, the ongoing concern about his family and his inability to make contact with them led to 
the co-existence of feelings of worry and distress along side the recognition of positive change. 
"... everything has just went forward slowly in a good way which I am very happy and grateful 
because by the time I found this place and I came here they have offered me a number of helps, a 
place to stay, just any sort of help, education, whatever, so 
it is good. But, as I say, not to have 
any word from my mother, because it seems they have 
lost the family home that we had. So that 
is another bad news, because / do not know where my mother or remaining 
family is living... 
(Participant One) 
Whilst recognising her strength and resiliency, 
Participant Eight was also aware of her pain and 
suffering resulting from experiences of 
being bullied and assaulted. 
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"... because of my background when I was like I came, you know, they used to call me names, 
they would wait for me outside school to beat me up, I know that, but through going to the gym 
and you know, doing athletics... and all of that made me feel strong about myself so that's why I'm 
coping but I've still got the pain inside me... " 
(Participant Eight) 
The majority of participants in this study reported on the negative impact of having experienced a 
number of traumatic events. Some participants described the presence of distressing emotions 
with very minimal experience of positive change. Some described continuing distress whilst 
recognising there had been greater positive changes. Tedeschi and Calhoun (1995) have 
emphasised in their model of growth that the presence of posttraumatic growth does not 
necessarily mean an absence of psychological pain; the two can co-exist. The personal accounts 
from two participants would support this view. Other participants did not explicitly discuss their 
ongoing feelings of worry and distress; though this does not mean that those feelings do not exist. 
The focus of the research was on exploring positive changes and growth experiences and 
therefore the information gathered will be biased in that direction. Had the interview focused on the 
presence of distressing emotions, very different accounts are likely to have emerged. When 
considering the severity of the trauma endured; it is likely residual distress would still be present. 
Participants in this study also differ from other groups of participants researched in the 
posttraumatic growth literature in that they are likely to continue to face a number of challenges as 
a result of their refugee status. This was illustrated in Participant One's exemplar where worries 
about loved ones were still very present. Other participants reported a number of other ongoing 
concerns including difficulties with housing, financial problems and worries regarding asylum 
status. In the face of such difficulties, the presence of emotional distress should not be 
underestimated. 
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3.4.2 Theme Nine: Mismatch between internal feeling state and external presentation 
Two participants described how they would portray a positive exterior that hid their true feelings of 
distress and worry. One participant described how she would engage in this process as a way of 
trying to make herself feel better. She spoke of believing that somehow, by dressing nicely and 
looking nice, she might begin to feel nice on the inside. However, inside she described continuing 
to feel the pain and distress resulting from her traumatic experiences. 
"... / am trying my best, you know, to look better and to give me a little bit, you know, to lift myself 
and / am doing that. For example, this house is beautiful but you don't know what's inside. So, it's 
the same thing, like that one. For me, just to wash up and dress up and make my hair and clothes 
like this is just to look much better" 
(Participant Six) 
Participant Eight described how she would maintain a positive and tough exterior as a way of 
protecting herself from being negatively judged by others. In her account, she described her 
difficulties in disclosing to others the traumas she had experienced: She spoke of her fear that if 
she were to disclose what had happened, others would judge her negatively. 
"... I don't like pulling people into my problems, you know.... if I was crying and someone walks in, 
you would never know I was crying because I will not show you that. I put my smile on and say 
`everything's OK, don't worry about it'. As soon as you leave, I am back in my mood" 
"... people only associate with me because of my outside look, not on my inside, because I think to 
myself, if they start looking through my inside they will think I am dirty, or they don't want to be 
friends with me because of what I've been through... so I have to portray myself from the 
outside... " 
(Participant Eight) 
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The mismatch between participants' external presentation and internal feelings is likely to be a 
factor that could lead to an underestimation of current feelings of distress. As discussed in the 
analysis, participants in this study reported the function of this mismatch was to increase positive 
feelings and to protect the self from being judged negatively by others. In both Participant Six and 
Eight's personal accounts, it was evident that their ability to access and make use of social 
supports had been impaired. Participant Six spoke of her inability to speak English acting as a 
barrier to accessing a number of different support networks, including education. She also held a 
belief that talking about her trauma experiences would increase her levels of distress and 
therefore avoided disclosure. For Participant Eight, negative social experiences (including bullying, 
physical and sexual assault) had impacted on her ability to trust and confide in others, preventing 
disclosure. From the above discussion, the variable social support is thought to be positively 
related to experiences of positive change and growth, functioning at a number of different levels. 
Of particular note, is the role of a supportive and emphatic listener who can validate the young 
person's experience. Without this validation, the young person is likely to have struggled to make 
sense of her experiences and (as evidenced in Participant Eight's account) could develop very 
negative interpretations regarding the meaning of her survival of trauma (I am dirty). Without the 
support of others, the young person misses out on the opportunity to hear alternative perspectives 
regarding the meaning of her survival and the possibility of more positive interpretations that would 
have been much more adaptive in schema integration. Despite these difficulties, Participant Eight 
has been able to make good use of her ability to support others and engage in physical activities, 
which have fostered feelings of self-esteem and self-efficacy in areas unrelated to the trauma 
experience. A need she identified at the end of the interview was to find someone who could take 
on that supportive, listening role for her. 
203 
Major Research Project 
3.5 Summary 
In the interviews participants described the ways in which the traumas they experienced had 
impacted on their lives. Two main themes emerged from analysis. Participants spoke of engaging 
in a process of questioning why events had happened and what it had meant that they had 
survived and others had not. They also described feelings of loss and dislocation. These feelings 
were connected to experiences of separation from family members and loss of a familiar way of 
life. As a result of this loss, participants described feeling entirely responsible for managing their 
day-to-day lives and future aspirations. Participants also described a desire to `fit in' with the host 
culture and their struggles to do so. 
Participants described a number of key experiences or turning points that acted as a vehicle for 
positive change. Three main themes were identified (social support, activity and religious beliefs) 
and grouped under the superordinate theme 'variables influencing the process of change'. Social 
support influenced the process of change on a number of different levels. Firstly, the experience of 
putting the trauma into words appeared to help participants' process what had happened and 
reach a greater understanding. The role of the listener was also identified as an important factor in 
this process. For example, supportive, sympathetic and helpful responses can validate the young 
person's experience and influence schema reconstruction. Being with people also allowed 
participants to compare their own situation with others. This process was particularly helpful when 
participants were able to share their experiences with others who had endured similar events. This 
helped participants to feel less isolated and more connected with others. Upward comparisons 
allowed participants to model positive behaviours of others and generate new perspectives and 
goals. Downward comparisons allowed participants to recognise their strengths and coping 
abilities. Social support was also important in helping participants meet their basic needs and their 
emotional needs. The comfort and care received from others appeared important in managing 
distressing feelings and fostered feelings of self-worth. 
Activity also played an important role in managing distressing feelings. Pleasurable activity was 
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described as a welcome distraction from painful memories and ruminations. Engaging in 
pleasurable activity also functioned as a way of lifting moods and was seen as an outlet for venting 
emotional distress. Education was an important activity in that it helped participants to generate 
goals and provide an opportunity to fulfil potential. Also important to participants was the 
opportunity to engage in activities where they could be of help to others. This helped to increase 
feelings of self-esteem and self-efficacy. Engaging in activities which involved helping others also 
helped participants to feel more connected and less isolated. 
Religion played an important role in influencing the process of positive change as it provided a 
meaning to the survival of events, which were often see as part of God's purpose or plan. 
Engaging in prayer facilitated feelings of self-efficacy in that petitioning God could influence future 
events. Religious teachings also provided guidance for how to live one's life; this was thought to 
be particularly valuable in the absence of parental guidance. Religious beliefs, prayer and going to 
church were also thought to play an important role in meeting emotional and spiritual needs. 
As an outcome of the above processes, participants discussed positive changes in the ways in 
which they perceived themselves, this included feeling much stronger and much more determined. 
Participants also developed a desire to live a purposive life, including altruistic goals of wanting to 
help others. Along with these positive outcomes, participants also described ongoing feelings of 
distress and for some; there was a dissonance between internal feelings of distress and a positive 
external persona. 
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Figure 2: Schematic representation of themes and possible links between them in 
describing the process of positive change within this sample. 
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4 Critical Evaluation - Strengths and Limitations 
4.1 The suitability of the research design 
The study aimed to explore experiences of positive change and growth following trauma in a 
sample of unaccompanied refugee minors. I feel that in using an IPA methodology, I was able to 
conduct a detailed analysis of participants' personal accounts that described their experiences of 
posttraumatic growth. This allowed me to gain further insights into the processes involved in 
facilitating the positive changes for this particular sample of young people. This method allowed 
participants to express freely their views, with only limited restrictions imposed on them by me, the 
researcher. As a result, novel views and experiences did emerge from the analysis that had not 
been previously well documented from past findings. These included the importance of social 
support acting as a vehicle for meeting basic needs in facilitating positive change; the important 
role others play in helping to soothe and manage distressing affect; the role of activity in helping to 
manage distressing affect; and the role of religious beliefs in functioning as a guide for how to live 
one's life. Participants also described the important role religion played in meeting emotional 
needs - having someone (God) available to listen to worries and provide comfort and support - 
had again, not been well documented. 
An expectation I held as a result of reviewing the literature, was that specific cultural influences 
would play a greater role in influencing experiences of positive change following trauma. As 
previously discussed, McMillen (2004) and Pals and McAdams (2004) have criticized western 
models of posttraumatic growth for the lack of consideration given to the cultural contexts 
in which 
growth and positive change emerge. They considered the five domains of growth as possibly 
being unique to modern, capitalist societies and that different cultural contexts are 
likely to shape 
very different post trauma narratives. Whilst the importance of religious 
beliefs in fostering 
feelings of positive change was a theme that may well have 
been driven by a strong cultural 
narrative in which religion is valued and plays a 
key role in most of the countries from which 
participants originally came, other cultural 
factors (such as strong political ideologies and particular 
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cultural rituals) were not commented upon in participants' accounts. What struck me, whilst 
analyzing participants' accounts, was the universality of human experience following trauma. 
Particularly, I found it useful to. draw on ethological theories of human development (such as 
Bowlby's Attachment Theory) as a way of conceptualizing participants' experiences and trauma 
responses. However, whilst participants may not have commented specifically on particular 
cultural influences, this does not mean that they didn't exist. As a white, middle class researcher, 
participants may not have felt comfortable in disclosing specific cultural practices. Had participants 
been interviewed by someone from their own culture, these cultural themes may have been more 
easily elicited. 
Using this methodology, I was also able to attend to the differences between participants' personal 
accounts and include the themes grouped under the superordinate theme 'Dissonance'. 
4.2 Data collection 
The recruitment of young people to the study was very much guided by the social worker. It maybe 
that the social worker choose young people whom he considered would be best able to provide a 
rich narrative account and were the most articulate. However, all participants spoke English as a 
second language and two of the participants spoke and understood very little English, therefore an 
Interpreter was used in translating interview questions and responses. The epistemological 
underpinnings of IPA assume that what participants say can be mapped onto underlying 
processes that reflect participants' experiences. This assumption is dependent on the participant's 
ability to capture and adequately put into words complex experiences. Willig (2001) comments on 
the argument that language can never fully describe reality but can only construct it through the 
words chosen to describe a particular subjective version of that reality. Of additional importance in 
this study is the difficult process of accurately describing external and internal experiences in a 
second language. This may have hindered participants' ability to adequately verbally represent 
their experiences. Where interpreters were used, additional complications arise 
in that what is 
translated may not be an adequate representation of what participants' have said about 
their 
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experiences. Interpreters may edit responses, conveying to the researcher what they believe is 
important for the researcher to hear and not necessarily the participants' views (Smith, 2004). 
However, the above criticisms do not outweigh what would be the loss of not including participants 
of different cultures and languages in studies exploring positive change following trauma (Smith, 
2004). Despite the limitations, I feel participants have been able to provide very rich and detailed 
descriptions of their experiences, and whilst these descriptions have been constructed, these 
constructed accounts also provide insight into the ways in which participants have processed and 
conceptualized their experiences. 
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5 Clinical and Research Implications 
5.1 Interventions targeted at a social level and their evaluation 
Although service providers should be wary of assuming that all unaccompanied refugee minors' 
experiences will be similar to those expressed in the findings presented above, many of the 
themes discussed were very well supported in a number of different accounts and link with 
findings from existing literature, suggesting a clear direction in which appropriate interventions 
should develop. The findings from the study highlight the important role social support plays in 
facilitating trauma recovery and positive change. It is important that those professionals working 
with unaccompanied minors ensure that these supports are in place. Not only in meeting basic 
needs (housing and finances) but also in meeting emotional needs. Providing opportunities in 
which unaccompanied refugee minors can share their experiences with others who have endured 
similar experiences is seen to be particularly important. Support groups can provide a forum in 
which this need can be met. Social services and the NHS should also make strong links with 
services in the voluntary sector (such as Asylum Welcome Groups) in which opportunities for 
sharing and disclosing with similar others can be greatly facilitated. Encouraging young people to 
access after school clubs and sports activities might also prove a useful intervention and services 
should also provide opportunities in which young people can take on a supportive role for others 
(accessing voluntary services or possibly a mentoring system). Exploring religious beliefs and 
providing opportunities in which unaccompanied minors can access religious communities might 
also prove beneficial. Evaluating the social interventions described above would be an important 
area of clinical research. 
The findings from this study also emphasise the important role of the 'listener' in facilitating trauma 
recovery and positive change. In providing a space in which unaccompanied minors can disclose 
their trauma experiences, professionals need to respond in ways which convey empathy, warmth 
and understanding. 
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5.2 Considering dissonance 
Young people in this study also described ongoing-feelings of distress and worry. It is important 
that professionals working with unaccompanied minors do not lose sight of the negative ways 
trauma will have impacted following their survival of highly traumatic experiences. A primary focus 
needs to be on helping traumatised unaccompanied minors to manage their distress, place a 
framework of understanding around their distress and help them to build basic coping skills. The 
negative consequences of trauma may not always be apparent, as suggested by two participants 
who hid their internal distress from others view. A direction for future research could be aimed at 
exploring how far this finding is relevant to other groups of unaccompanied minors living in the UK. 
It may well be that unaccompanied minors, aware of their `differences' from the indigenous 
population, are vulnerable to hiding their negative emotions in their desire to portray a positive self 
image. Exploration of this finding is likely to require a gentle and sensitive approach if 
professionals are to identify and address these needs appropriately. 
Calhoun and Tedeschi (2004) also comment on the importance of clinicians withholding the 
expectation that posttraumatic growth and positive change should be a definite outcome for 
trauma survivors and comment that it would be a mistake to assume that posttraumatic growth 
always happens. However, they emphasise the important role professionals can play, not only in 
helping trauma survivors manage distressing symptoms, but also in helping them to rebuild their 
lives. The findings from this study have shown there are a number of ways in which this process 
can be facilitated and lead to a greater recognition of personal strength and other positive 
changes. 
5.3 Involving Service Users 
I feel it would be of great value to conduct future research using a more collaborative approach 
whereby unaccompanied refugee minors could be involved in the process of interviewing others. 
As existing research and findings from this study have indicated the value of sharing / disclosing 
with others who have been through similar experiences, the process of being interviewed by 
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someone similar may be experienced positively by participants. The process may also elicit 
different outcomes, particularly concerning the potential effect of more distal cultural variables as 
previously discussed. 
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6 Conclusion 
The research aimed to explore experiences of positive change following trauma in a sample of 
unaccompanied refugee minors. The findings indicate the important role social support, activity 
and religious beliefs play in facilitating positive change / posttraumatic growth within this sample. 
For service providers aiming to meet the needs of unaccompanied refugee minors, interventions 
should focus on helping the young person to access a wide range of supportive networks (support 
groups, voluntary work, after school activities, religious communities). Professionals should also 
provide a space in which the young person can feel safe to disclose their trauma history, feel 
listened to and be responded to in a way that conveys empathy, warmth and understanding. The 
findings from this study would indicate that service providers do not need to be doing anything 
exceptionally 'different' or'special' when working with unaccompanied minors but should bare in 
mind the universality of human experience following trauma and aim to meet the young persons' 
basic and emotional needs. Professionals working with unaccompanied refugee minors can play a 
key role not only in recognising and alleviating distress, but also, helping the young person to 
rebuild their 'shattered' world, seeing themselves as once again worthy and the world as 
benevolent. Further research is needed to verify existing findings and in evaluating interventions 
as recommended above. 
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Appendix B: Ethical Considerations 
I gave careful consideration to the process of interviewing young, vulnerable people who are likely 
to have been subjected to interrogative techniques in their efforts to seek asylum in the UK. The 
impact of this experience, along with other pre and post flight experiences described in the 
introduction, are likely to contribute to feelings of distrust and suspicion of an unknown adult; 
perhaps particularly of a white, middle-class adult representing the majority population within the 
young refugees' new surroundings. Other researchers in the field, e. g. Kohli and Mather (2003), 
have commented on child refugees' difficulty in distinguishing between interrogation and enquiry 
when attempts are made to engage the young person in Western models of assessment and 
care. Sourander (1998) emphasises the importance of developing a warm, emphatic relationship 
to overcome these difficulties. I considered my clinical skills (for example, employing techniques 
such as reflecting and summarising participants' views to show that I had listened to and 
understood what participants had told me, and expressing my feelings of empathy when listening 
to any distressing information concerning their journey towards growth) as an aid to developing a 
warm and trusting relationship. 
Whilst acknowledging the above, I also felt that it was important to address (in as much as making 
it explicit) the differential power imbalance that may be perceived by the young person, in thinking 
about him or herself in relation to the researcher, with regards to participating in the study. Glenn 
(2002) discusses the importance of researchers stating their position when working with refugee 
populations and making it clear they do not share or support the negative rhetoric prevalent 
in 
many 'host' countries regarding the presence of refugees. Stating that 
"refugees are welcome" 
(Glenn, 2002, p. 169) and that the current study aims to draw attention to refugees' 
"strengths and 
resiliency" from which others, including western populations, can 
learn, will hopefully demystify the 
research process and make clearer my own motives and 
beliefs. I provided written information 
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sheets and ensured the young people were given plenty of time between receiving the information 
and deciding whether or not to participate. 
I also considered the degree to which the young person is likely to have been forced into migration 
and suffered a number of other impositions regarding their pre and post flight experiences and 
therefore I felt it necessary to emphasise the freedom of choice the young person had in deciding 
whether or not to participate in this study. 
In light of earlier experiences, I felt it was important to emphasise that the information the young 
person choose to disclose would remain strictly confidential with names and other identifying 
features changed. The circumstances in which confidentiality might have to be breached was also 
discussed, namely, if information disclosed suggested that the young person or others were at risk 
of significant harm. 
Although the focus of the study is on exploring positive change and growth experiences following 
trauma, I considered the possibility of participants experiencing distress when reminded of the 
nature of the traumatic event itself. I gave both verbal and written information to participants that 
emphasised their choice to stop the interview at any stage, with the option of restarting at a later 
date or withdrawing altogether. I also discussed with participants the possibility of informing their 
social workers if the level of distress experienced by young person was considered significant to 
warrant additional support. A debriefing period at the end of the interview aimed to ensure the 
young person did not leave feeling distressed or without a plan of action of who to speak to if 
necessary. 
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Appendix C: Interview Questions 
Unis 
University of Surrey 
Introduction to study 
Some people say that as a result of having struggled with a life crisis, positive changes have occurred 
to the ways in which they see themselves and their world. For example, knowing that you can survive 
very difficult situations can sometimes lead to feelings of increased strength and coping. It is possible 
for feelings and beliefs to change over time, or for people to feel good about some aspects of their life 
whilst still feeling very bad about others. This study aims to look at the variety of ways people have 
made sense of their experiences which have led them to see themselves in a more positive light. 
Confidentiality: all answers will be kept confidential, with any identifying features - such as your name 
- changed, this will ensure that you cannot be recognised from your answers when the study is 
written up as part of a doctorate qualification. The study may also be published in a professional 
journal and a copy of the study will also be given to the Service for you to look at if you so wish. You 
and your answers will not be discussed with anyone other than the researchers involved in the study. 
Confidentiality will only be broken if there is a concern that you or someone you know is at risk of 
being harmed. 
Questions 
In thinking about some of the traumatic experiences you have survived, can you tell me about any 
positive changes that followed? 
Prompts: Have your beliefs about who you are changed? Have your beliefs changed about how 
you see others? What are these changes? Have your beliefs changed about how you see the 
world? What are these changes? Have your spiritual beliefs changed? 
What did you most value about these changes? What was important about them? 
Prompts: How has it been a change for the better? What important things have changed? What 
do you most value about this change and why? 
How do you think this change came about? 
Prompts: Where there any important events / experiences following trauma that led you 
to feel 
more positively about your self and your world? What were these events? 
What was important 
about them and why? Can you remember any "key turning points" or changes 
in your life that led 
you to feel more positively about yourself and the trauma you experienced? 
What do you consider to be the most important factor(s) that 
helped you to feel more positively 
about your self, your world and your trauma experiences? 
How do you think this will affect your future? 
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Appendix D: Consent Form 
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University of Surrey 
Consent Form 
I hereby give my consent to take part in the study voluntarily. 
I have been given the appropriate information and understand the nature, content, duration and 
purposes of the study. 
I consent to be interviewed and consent to the interview being recorded on audiotape. I 
understand that this tape will be used for transcription purposes only and remains confidential. 
I understand that I can withdraw from the study at any time without needing to justify my decision 
and without prejudice. 
I have read and understood the above and freely consent to participate in the study. I have been 
given time to consider my participation and all my questions have been answered and agree to 
comply with the requirements of the study. 
Name (please print) 
Signature 
Date 
Name of interviewer 
(please print) 
Signature 
Date 
.................................................... 
................................................... 
................................................... 
................................................... 
................................................... 
................................................... 
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226 
N 
E 
I- 
L 
ý 
cß 
4- 
O 
ý 
ý 
m 
ý 
w 
x 
Q 
Q 
I 
I 
I 
I 
II 
II 
1 
I 
1 
I 
I 
1 
I 
1 
1 
1 
I 
I 
I 
1 1 
I 
I 
I 
I 
1 
I 
1 
II 
II 
1I 
1 
1 
I 
I 
1 
I 
1 
I 
1 
I 
1 
1 
I 
, 
1 
I I 
I 
1 
I 
O I 1 I II I I I 1 1 I I 
O 
L" 
1 
I 
1 
1 
I 
Ir 
II 
I 
1 
I 
I 
1 
I 
1 
I 
I 
, 
1 
1 I 
L 1 1 IN 1I I 1 I 
I 
1 I I 
I 
1 ý I 1 I (V I1 I 1 1 1 1 I 
ý. + 
I 1 1ý- I1 1 1 1 1ý I 1 I 
I 
I 
I 
I 
1ý 
II 
1I 
I 
I 
I 
1 
I 
I 
I(V 
1" 
1 I 1 I I 
Q. I I 1 d- 1I 1 I I I I I I I 
" 1 1 'co 11 1 1 1 1ý I 1 1 I I V 
{ 
I 1 I I1 I 1 I 1ý 1 I I 
.ý 1Lo 
1 
1 Iö 
1 
Iý I 
I 
1ý 1r, 
" 
M ý d. (y N 1 I 1 I 1 
CL 
loo I 1(D 1ý I 1 1 N Ir 
1 
1 
I I 
1 
1 I1 I 
1 
1 
1 
I I 1 I I 
I 
I 
I 
1 
I 
I 
1 
11 
1 
I 
I 
1 
1 
I 
I 
1 
I 
I 
1 1 
I 
I 
1 
I 
I 
I I II I I I I I I 1 I 1 
O 
1 
1 
1 
I 
1 
I 
I 
1 
II 
I 
II 
1 
I 
I 
1 
1 
I 
1 
I 
I 
1 
1 
I 
1 
I 
1 
I 
I 
I 
I 
1 
I 
1 
I 
3 I I I I I I I I I I I 
F- I I I I I I I I I I I I I 
+r I 
I 
I 
I 
I 
I 
1 
II 
II 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 
m 1 II I I I I I I I 1 
Q 
' 
I 
I 
I 
I 
I 
I 
II 
II 
I 
I 
- I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 1 (ý 
I I I II I I I I I I I I 
M 1cc) I 
I 
I co 1 
I 
1 
1 
1 ý, I 1 1 1 I 
ý N 19 
ý 
I I 
I 
ý 
1 I 1 I I 
/ý 
ýi loo 1(ti I IN I I 1 
I 
1ý 1 1 
1 I 
I 
I 
1 1 
I 
1 
I 
1I 
11 
1 
I 
I 
I 
1 
1 
I 
1 
1 
I 
I 
I 
1 
1 
I 
I 
1 
I 
1 I I II I I 1 I 1 I I 1 1 
I 
I 
I 
1 
I 
I 
I1 
1co 1 
1 
I 
I I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
I 
I 1 I I C'r) 1 I 1 
I 1 I (V 1 I I 1 1 1 I I 
O I 1 I 1I I 1 I 1 I I I I 
'L" 1 1 IQ Lj") I Ir 1 I 1 1 I 1 1 1 
0 1 I I 1 ý" rl IM I 1 I I 1 I I I 
I I 1ý ý1 N 1 1 1 I I 
4w 
= 
I 
1 
1 
I 
I 
1 
I1 
I(0 q-I 
I 
1 
Iý 
I 
1 
ý 
I 
1 
I 
1 
I 
1ý 
1 
I 
1 
1 
I 
I 
1 
I 
1 
1 
I 
1 
1 
CL 
1 
1 
I 
1 
I 
I 
INý 
1"I 
Q 
1 
ý 
1" 1 
1ý 
I 1 I I 
.3 I 1 I Iý 
LoI IN 1ý I 1L6 1 1 1 1 1 
N 
"^ 
1ý 1ý 
1ý 1 1I 
M 
1 
1 
1 11o I 
CL I 1ý I r ýIr Ir Ir I IL6 I Ir" 1 I 
I I I I I I I I I I I I 
I I II I I I I I I I I 
I I I II I I I I I I I 
I I I II I I I I I I I 
I 
I 
I I 
I 
I 
I 
I 
I 
I 
II 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I 
I I I II I I I I I I I I 
I I 
I 
I 
I 
II 
II 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 
I 
I 
I 
I I II I I I I I I I I I 
I I II I I I I I I I I I 
. 
I 
I 
I 
I 
II 
II 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 
I 
I I I 
I I 
I 
I 
I 
II 
II 
1I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1ý 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
1 
I 
I1 
IL1 
I 
1 
I 
I 
1 
I 
1 
I 
IN 
Ia) 
I 
I 
I 
1 
I 
I 
ý I 
I I 
1 
I 
Iý 
Iý I 
1 
1 
I 
I 
I 
I L- 
I 
I 
Iý 
I, _ 
I 
I 
I 
I 
I I 
I 1 1 1 ý""ý I 
,°I 
1 I 
I (n 
I a) Q) 1 1 1ý (D 
I I 
1 
F- I 1 I cl) 
1 
Iý I 
1OI 
1 
I 
1ý 
I u) 
1ý 
IO 
I 
I Icu 
I I 
I 
1 
I 
1 
O 
, 
ý 
I 
,O 
I 
1ý 
1 IC 
IN 
1ý 
1ý 
I 1ý 
I (" 
I 1 
I 
I 
I 1 
(ý. ) 0 
, 
I IO 
ý 
1ý I 
1r-- Iý 
(ý 
1` 
I E 
I 
1 I 
O 
) 
^ 
i 
ý 
I 
1 
1(p 
1ý 
I. ý 
Iý 
IIwA 
vI 
y 
,I I Q) 
ý 
1ý 
Q 
1ý 1ý+ ý 
1° 
1 {'' 
I 
I 
I I 
I " O ' '"ý 
Q 
C 
C 
O _ 
1 Qi I 
fn 
I (n 
IL V) 0 
ý 
1 
10 ý 
Ia 
ý Iý V 
1 I I 
m j. IOI I° i 
"L 
I 
1 
1 
1 
1 ý 
1 
I° 
I.. 
i 
E 
I 
I I 
1 
I I 
äi ý 1 
I 
I 
1ý 
ý C 
O 
ý , 
+ý I C 
I 
>> 
.r 
V) 
ý 
Iý 
ý 
Iý 
C 
Iý ICU (! O 
1 
1 
I 
I 
I 
I 
I 
I 
W O 0 I ý 1 (D 
C 
Iý I" 
ý Iý 
Iý 
Iý 
- 
I(ý 
Cl) 
I 
1 
1 
Xc '° 
I 
1, 
'ý 
IO 
Q 
O 
I 
I 
I 
I Iý 1ý 
L 4 - I 
1 
IN 
I 
' U 
1 
O ,ý 
ý 
,, ý 
(13 1ý Iý 
ý 
I 
"ý (ý 
c c 
O ("i ' 'ý ' (Q ý 
,. ý , 
I U) Iý 
1 
° O 
1 ý 1 
IL 
IL 
1° 
1 
! IU) 1O IM 
C° 
C 
1° O 
°0 N O , (n , 
O 
' 
° 
,ý 
:` 
( ) 
1ý 
1 +-. 
Q% 
IC 
I° 
IL 
ý 
1° y 
1> 
I V) 
, 
IzI , 
a) E 
1 . ý-- 
N- -. 
Iý Iý IU 
, 
C IB 'ý Qi 
r 
Q 
ý" 
'E 
N ý O '° ý ,° 
ý 
,° 
1 rn 
° , 
1 
,ý 
Q% 
fn 
v/ 
1 in 
'Cl) 
1U I +" 
' (U 
1 
O 
, 
(L) (D ý" 
0) 
O 10) 10) ; rn ,ý 
O 
, ý W 
° 
ý 
E C') 
ý 
a) 
ý ý 
Q. Cl) 1 1 L, 1ý 
Q% 
I 
1 Qý 1Q 1( 1ý 
Q) ý 
n I 
Q. 
O 
Qi I 
Qý 
Iy 
1ý 
1 
1ý 
ý 
LL ,ý IE 
CC 
IG 
LL 
Iý Iý IQ 10 ILL IV Iý 1ý 
N 
0 
N 
E 
C 
aý C 
ý 
E 
C 
ý 
C. 
-k 
I 
1 
I 
I 
I 
1 
I 
I 
1 
I 
I 
1 
1(y) 
IM 
I 
1 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
Ir 
I 
1 
I 
I 
1 
I 
I 
1 
ILo 
1 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I , 
1 1 1 
h 
, 
Lo 
M 
(, - , 
1 
, 
1 
, 
x 1 
1ý 
1 
IM 
1- 
Ir co 
1 
I 1"i 
1 
I 
Cl) IN ID 1 Ir 
N 
I I(`? I 1 
, 
I 
, 
r 
1 I 1rý- ICF) I IL(j (Y) I Iý 1 I 1 I I 1 I I I 
' 
1 I I I I , , , 
m 1 I L(ý Iý 1 I(V d I I Ln 1 N 
CL 1 Ir IM I I(y r Iý' 1 I r" I 
Ö 
'(ý 1 1 1 ~ ~ 1 
Ir 
6 I 
I 
1 
IL6 
L6 1 
IM 1 , 
ýN 
'ý 
O Ln tt 
' 'tp 1'1. 100 
' 
1 I 
c Ni ýN ýN N p IL 
100 1r-- Ir- 00 , Lo I Ir I, - I Ir I'IT Ir 1Lri I IN 
I 
I 
I 
I 
I 
I 
1 
1 
1 
1 
1 
1 
1 
I 
1 
1 
I 
I 
1 
I 
I 
1 
1 
1 
1 
, 
I 
1 1 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
, 
I 
I 
I 
1 
LO 
I 
1 
1 
1 
I 
I 
I 
I 
1 
I 
I 
1 
1 
I 
1 
I 
I 
1 
I 
I I 
, 
I (V I I 1 I 1 1 I 1 I 1 
ai > I IN I 1 1 1 I I I I 1 1 , 
LL 
N 
I 
1 
I 
, 
1 
I 
I 
I 
1 
1 
I 
I I I I , I 
I I I I 
1 Id" I I I IO I 1 1 I 1 , 1 
C loo 1r- I 1M I I r"- 1 1 I 1 1 I I I 
Q 
Ir- 1 
1NV 
(. I I 
1 0 
1 1 
IN 
I 
1 
I 
1 
I 
1 
I 
I 
1 
1 
I 
1 
I 
I 
1 
I 
1 
"(, 
ý Ir I r Cl 
I I 
I 
I 
1 
I 
1 
1 1 
I 
1 
1 
I 
, 
ö I 
1 
I M 1 
i 
N I I 1 I 1 1 
1r IN 1 IN N 1ý Ir. 
I 
I 
1 I I I 
, 
I 
I I 
CL IO) IN I Ir Iý- Ir 1ý 1 I I I I 1 
1 I 
I 
1 
I 
I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 1 I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
I 
I 
1 
I 
I 
1 
1 
I 
I 
I 
I 
I 
1 
I 
1 
1 I I 
N 
I I I I I I I I I 
i 
I I(`ý) 1 I(V 1 1 i I I I I I I 
3 I IN I I 1 I ý' I 1 1 I 1 I IN 
0 lO I IL{) 1 Ir I 1 1 1 I 1 1 (V 
LL 1 
, 
Ir 
I 
I 
1 
Ir 
IN 
I 
1 
1ý 
Ir 1 
I 
IM 
1 
I 
1 
I 
1 
I 
I I 
I Ir 
+""' 
C 
1 IN Iý 
- 
I 
l 
I 
1 
1 1O 
I" 
I 
I 
I 1 
1 
I I 
I 
I 
I 
I 
IN 
I 
1d. 
I 
r 
IN rI 
(yj 
Ir 
ý 
10 Ir I I 1 
I 
1 1 
N 
1 ý"/ý Q. 
I 10 Io 1" 1 I I Ir I I 1 I I I 
Z 
I Ir Ir I T- 
ý 
ILo Iý i 1 1 I LO 
1- 
r 
1 
ý 
1 
O 
I 
,0N, 1P Iý 
1ý 
IN 
I I 
I 
I 
I 
I 
I 
I 
(ý 
, O , 
IN 
, 
I7- 
MI 
1 1 
Cý 
I C5 I I Ir- 
^ 
1y Id' IIý ICo Ir Lh)I 'N It-- Ir I I 1 1 1 1(V 
1 1 1 I I 1 I I 1 I I I I 
I I I 1 I 1 1 1 I 1 1 I , 
1 I I 1 I I I I I 1 I 1 1 I 
I I 1 1 1 1 , 1 
I 
1 1 
1 
I I 
1 1 
I 
I 
I 
I 
1 
I 
1 
I 
I 
1 
I 
I 
1 1 
I 
I I 
1 
I I 
I I I I I 1 I I I , 
I 
I 
I 
I 
I 
I 
I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
1 
, 
I 
1 
I 
1 
I 
1 
I 1 1 
I 
1 
I 
I 
I I I I 1 
I 
I 
I 
I 
I 
I 
1 I I 
I 
I 
, 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I 1 I 1 
1 I I I 1 I I I 1 1 I 
I 
I 1 1 
I 
I 
1 
1 
I 
I 
I 
1ý 
I 
I 
1 
I 
I 
I 
ý 
1 
I 
1 
I 
I 
1 
1 
Cl) 
I I 
I 
1 
I 
I 
1 
I 
I 
ch 
1ý 
I I 
1 
I 
1 I 
ý 
I 1 
I D 
I C 
I I 
I 
I 
IL 
I 
1 
I+ý 
I, 
(n 
I I I 
I I 
I 
I 
I I 
I 
- ý 
0 
I 
1 I 
1 
1ý 
1 a) 
1ý 
I 
1 
1a 
ID 
I 
I 
I 
I 
I 
1 
1 
1 
ý 1 I I (/) 
I "'' 
,L 
0 
, , 
1 
1 in 
10 
Iý I 
I 
Iý I 
1 
I 
I 
I 
I 
I 
I 
ý 
0 I c I , 0 I 
%+- 
I , 
1 
, 
1 
C 
IN 
Iý 
1ý I I cß I 
I 
I 
I I 
ý I 1O 1 
EL ý 
14- 
ý (U 12 1C I I I 
Q 1ý S 
C 
, ,ý 1 
"(ý 
'Q 
V/ 
0 
, W" 
' 
,0 
Q 
D 
ý 
0 
,.,.. I 
ý 
IO I I I I 
E E rn I ,L 
) O 
Iý Iý 1ý O 
v% 
, I 
I 
I 
I 
I 
1 
0 I 
i 
Iý 
I 
1 
I.. O 
7ý 
v 
1 a) 
,ý 
1 
, 
- 
1O 
, 1-' *%;; I'0 1Z 1c 
' 
1 -+ 
'Ü 
r= I I I I 
E 
0 ý 
,Q 
ý I 
I 
I 
I 
1 
1 
Qi IM '0 1ýº ~ , "- ý I 1ý 
I1 
ý 
1 
I 
in 
1x 
IC 
I 
ID 
Iý 
10 0 o I I I Q) ' tn 
C 
i ;ý 
0 
i() 
c 
w 
I I+, , 
in C Iý 
I 
I cß ,ý 1I 
1E . Q. 
L 
I 
1 
1ý 
(n 
1C 
1O 
1 CU 
' "p 
ro 
4_ O 
0 
1-0 
_ 
' 
(ß 
IL 
'O 
1c 
IO 
ý 
- I 
1ý 
I 
IC 
1ý 
1O I 
-0 = 
0 
O 
,O I0 
I 
I(ý a) 0 IN 1ý 1ý I (. i 2 O ' 
I-C IO 
I 
ý 1 (a 0 IV ý 10 10 
,ý 
'0 IC 
0 
y Vi 
... I 0 0 +ý 
Q 
ý 
;ý 
N IN 
10 
Q% 0 ' 
'. C 'ý 
I 
I (Q 
o) 
.ý + 
:. - 
Qý 
ý 
0) 
' E 
Ü) 
c 
ý 1 
0 
I cm 
:. E 
L 
=}" 
I Q) 
(ý 
Ic 
Q% 1= '0 
(a 
ý 0 
I_ 
iý 
ý Q% ý Qi 
ýQ 
ý 
- 14 IV 1ý 
ý 
C 
" 
C 'O 
a) I a) CL ý lL IQ ID 
L 
^ ýN 
/ 
IIL ID 1ý IL. L. 
^ L ^ 1ý 1ý IU IV- 
J. - 
I 
+1 
= 
W 
ß 
Q. 
" 
m 
0. 
1 
1 
1 
1 
I 
I 
1 
I 
1 
I 
I 
I 
10 
IN 
16 
'N 
1 
1 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
1 
10 
1N 
I c6 
Ir 
IQO 
IN 
Iý 
I' 
I 
1 
1 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
1 
1 
1 
1 
I 
I 
1 
I 
I 
I 
1 
I 
1 
1 
1 
1 
I 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
IN 
IN 
IM 
1 
Ii 
11 
1I 
I1 
IIr 
IN or) C'4 
Mý 
Ir ' IM 
T'- Ir r, 
I-N1M 
Iý 1 
10 
OI('~V 
Iý1 
Ir d'1ý 
_N N 
Ir 
NNN 
0 
1ý 
(Y) LO 
IOI" 
II 1ý- 
10 rIN 
N1 0 
1ý 
N OIN 
N 
IM 
1ý 
(V I N. 
IM N10 O 
IN ýIý 
'N r1M lO 
ýI 1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
1 
I 
, 
I 
I 
I 
1 
, 
I 
I 
I 
1 
I 
I 
10 
17 
I(V 
1 
1VO 
IM 
1r, 
I 
1 
I 
I 
I 
I 
, 
1 
I 
1 
1 
, 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
1 
I 
I 
1 
I 
1 
1 
1 
I 
, 
1 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
1 
1 
1 
' 
, 
I 
I 
I 
I 
I 
I 
, 
1 
1 
1 
I 
I 
, 
I 
I 
1 
1 
I 
, 
1 
I 
I 
I 
1 
1 
10 
, 'ý 
: ý) 
l0 
I 
Iq; T 
10 
IO 
I M 
1 
I, 
IM 
, 
00 
1N 
10 
IýIM 
IT MI 
_OloO T- IM 
IN 
ýIý 
ý04 N 
1_ OI C7 
rj 
IOý 
Iý IN NLO - 
,ýI 
Iý. NI 
M 
I U-3, O 
0 IN 
IN 
c-, 
ý 
,ý 
ý 6' 0 
ý 5100 I 
I 001 Cl) 
I(3) N 1mt v -- 
I T" ýIr N. 
II 
1 
I 
I 
1 
1 
10 
I 
1 
1 
1 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
I 
1 
I 
I 
1 
I 
1 
I 
I 
1 
I 
1 
1 
1I 
II 
I1 
I1 
1 I- 
1I 
1I 
11 
II 
1 
1 
I 
1 
1 
1 
I 
I 
I 
1 
1 
1 
1 
1 
I 
1 
I 
I 
I 
1 
I 
1 
1 
.1 
1 
1 
1 
I 
I 
I 
I 
I 
1 
I 
1 
I 
1 
1 
I 
1 
1 
I 
1 
1 
I 
1 
I 
1 
I 
I 
1 
I 
11 
11 
1I 
I1 
II 
1I 
1I 
I1 
IM 1 I 1 1I 1 1 I 1 I 
I 
I 
I1 
11 
("q 1 1 I 11 1 I I 1 I 11 
IN 1 1 I II 1 1 I 1 1 10 
I I 1 I I1 I I I I I 0 
= I (Y) 10 I 1 II 1 I I I 1 1(Y) I1 
ý I('V I(Y) I 1 1I I I 1 1 1 1('4 II 
Iý 
I 
1N 
I 
I 
1 
1 II I I I I 1 1 I 
'^ 
ý N 
1_ 
I 
I 
I1 
II 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
IM 
1(ýJ 
I 
11 
4a 
N 
I 
1ý 
I 
1 
I 
1 
I 
1 Iý 
I1 
I 
1 
I 
1 
I I 
1 
1 
1 
10 
1 1 C M M 0 ý 
ý 
1 
1(o 
I 
IN 
I 
1 
I 
I 
II 
1 IO 
I 
1 
I 
I I 
1 
1 
1 
1 
C6 
10 
I 1ý 
I1 
1- N I I I IN I I I I I I I 10 
;E 
1 
10 
I 
IM 
IN 
I 
1 
I 
1 
10 
I 
I 10 
IM10 
I 
1 
1 
I 
1 
I 
I 
I 
I 
I 
I 
1 
10 
1ý 
10 
1 
10 
IN 
ý 
M N 
1ý 1 1 I 1 Iý' 
M 1 
IN 
ý Ir Ir Ir Iý Ir I I I 1 Ir I I It(") 
I I 1 I II I I I I I I II 
I 1 1 I II I I I 1 I I 1 
I I I I II I I I 1 I I I 
I I I II I I I I I I 1 
I 1 I I II I I I I I 1 II 
1 I I II I I 1 I 1 I II 
1 I I I I1 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I1 
I1 I 
I 
I 
1 
I I 
I 
I 
I I I I I I I II 
1 1 I I II I I I 1 1 I 1I 
I I I 1 II I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
II 
II I 
I 
I 
1 
I 
1 
I 
I 
II 
I1 1 1 I I I I II 
1 1 I I I1 I I I I I 1 II 
I 
I 
1 
I 
I 
I 
II 
I1 
1 I 
I 
1 
I 
I 
IN 
I 
I 
I 
I 
I 
II 
m 
I 
I 
I 
I 
I 
I L II 
I 
I 
I 
I 
I 
I 
IO 
1(D 
E I I I IQ I1 I I 1 IL 1 I 1"- 1 N 1 1 I I I1 1I I 
1 
1 
1 
1 
I 
1-C 
1ý 
I1 
11 1 1 () I 
. 
1 I II 
L 
I I I 10 II I (/) ý 
10) 
C 
IO I I 11 
1'ý 1 I I U) ýL 
I1 
I I Q) Iý 1 
0 
Iý 
1 
I 
1 
I 
1I 
II 
o I IC 
10 
IQ 
1-0 
II 
11 
1C 
U) 
1-0 
IC 
1 
IQ 
IC 
I (ý 
I 
1 
I 
I 
II 
I 
ý.. / 
V 
v ' 
Iý 
1 
IE 
1 Iw 1 
1I 
II 4- 
10 (ý 
I 
L 
1ý 
IC 
I 
I 
1 
1 
I 
1I 
II 
Q 
1ý º 
C 
ý 
1' 
1(ý 
1ý 
v, 
Ö 1"-'" 
Q 
IIQ 
I(ý 
ýýw 
I CD ý IL 10 
1 
y, ý 
1Q 
ý"' 
1 
I 
I 
I 
1 
I1 
G 
ý 
ý 1 
ý 
I 
Iý 
1 
1"ý 
ý 
ýw 
ý 
IQ 
1L 
I1Q 
`ýý 1O 1 
1ý 
ý 
10 V% 
I I 
I 
1I 
11 
I_0 
: -o I-C I 
Iý 
ýr- 
ý 
º. I Ic ICU C 1"ý 1'~ 
ä 1 (u 1 Q) 
" 
I . ý-. I, 
V ý 
Q 
I I 11 
I1 ý 
ý 
o 
'. 
2 
I 
1ý 
IN 
I 
1V 
C 
o 
1ý 
Iý 
" 
1O 'ý 
Ic I"- 
_ 
(ß 
IN 
IN 
I ( 
IC 
IQ 
1ý 
Id 
1 Q) 
' 
o 
ý 
I 
I 
I 
I 
1 
I 
10I N 
1 CI ý,.. 
.C 
( 
I 
I 
IO 
I 
,C 
I 
w 
(Q 
1 > 
I 
ý 
I_ , 
C IQ 
1 C: 
I (Ü 
I 
1 (n 
1L 
E 
I 
/ 
1 I 
C . C 1 rn I 
(D ý ý 
m 
L 
I 0 
CU 
1 ý (J I in N 1O ý , 
o 
Ö 
-O 
I(ß 
L 
1 
1ý 
IQ 
1 4- 
IC 
1 0 
1 I v) C 
Iý10 
101Q (a 
V 
I 1 E 
Q 
1I Q 
> 
p 
ý 
( % 
I 
1ý 
I ., - 
10 IQ E 
1N 
1 
1 4- 
1 
O 
1 
Iý 
10 
(. i o Iý 1Q 1: 4. 
I= 10 
I 1 
ý 
J 1 
I 
C ,C 
C 
1 
1ý 
- 
4 
, 4- 
IO 
,OIL 
I() I 0 
W 
4- 
IO 
4- 
IO 
ý 
10 1a (ý) 
y 
Iin I(a 
Q 0 
I. 
-. 
I 
(ß - Q 
1ý" 1 10 In 
IC1 C I(ß '"ý Q% 
I 
Cl) 1 O 
1 
Iý O 
O 
N 
N 
It 
Qi 1O O 
I. 
_ C 
I I 
,ý I"ý 
Q' 
0 L E ,ý , "- ý 1 ._ Iý 1ý, ' ý 1 ý ý C 1 1ý IO ý 1 0 IC L I Q% 1_ 
Q. a) 
1 
ý 
I 
0 
O 
Q% 1Q 1 n. IC ý ai I Q) IO IQ ý I 
Q" Q% 1ý 'U 1ý 1 
0 
L= 
I Iý 1 "C IO 
ILL_ 
'E ' cc 
Iý IG 
ý 
I ý I LL. I Q 10 ý 1 LL 1 Ic ý 
w- 
O 
U) 
U) 
U 
0 
I 
a 
a, 
aý 
ý 
ý aý 
> 
E 
i 
f- 4) 
4) 0) 
ß= 
Cý 
_t 'o U ý O (D 
1-2 
4) = 
QN 
=O 
in a 
11I1IIIIIIII 
I1I1IIIIIIIII 
1II Lo 1III1III 
11I Iý" I1IIIII 
IIII1IIIII1I 
1 ci IIIII 
II1IIIII1I 
III1IIIIII1II 
Iý 1I1II1I 
MI1II 
II IOC) 111IIIII 
111 I(ý 1II1III1 
I11ININ1III1I1I 
III 1lcý OIII11II1 
1ý (3i 1II11II 
111III11IIII 
III.. q IN I IM 11III 
IIIIII 1ý 1111I 
I1NO 1II11I11II 
1I1 ILo 1(D 1 1ý 11 
ý 
ý 
ý 
Is- 
ýN 
i 
O 
Ld 
ýCV 
la) i 
i N) 
iN 
xi 
ýr- 
Ni 
ýN ýf` O)ý 
ýýý 
II 
I1 
I 
iy) 
1 (M 
1MIý 
O) I j` 
1 
1cr 1M 
N 10 
'0 0)1 (6 
I_ Ir. - 1 
IM "I(C) 
I C'? ýIM 
00 M 
; N7 
IM C)0 
11ý rIM 
L1 
I111I 
IIII 
iiii 
IIII II1 
II1II 
IIII 
I1 
I ILO 
I IC) 
II1 1ý I 
1II 
100 
I1I 1ý I (Y) 
I1 Iý 1N 
IIIIIIQM 
III11 
1II IN 1N 
1I 
IIi 
Iii 
III I1 
1II 
1II 
I1II 
III 
IIII 
IIII 
IIII 
I 
,II 
11II 
IIII 
I1I 
,, II 
II1I 
IIII 
I1I 
1II 
III 
,, Q) 
I1II 
I1II 
_0 0 
11 fý Iý 
1 1ý IVI 
I a) I. 
ý 
I 
I -r- 
1 I-ý I 10) 
I1C1C 
1 1'ý 1 ca 
1 
Iý I 
Iý 
II 
co 
I (/) I 
IIýII0 U) 
I (/) 1ý "L 10 
1+ý L1 I(ß 
I "C Iý7Iý 
IC 
:0 
() 1Q1 v) 10 
N 1+, Ia) IU 
ýCY) ICD 
,CVý 
1ý IY Fu cu ýýQIG 
Im 1ý 
ýI I 
1ý 
IýI 
(ý 
1 
10 
IO 
I` 
Iý 
Iý 
I 
IU 
1 *55 
IN 
I, Q 
1 
1(0 
IU 
'> 
10 
A" 
iM II T- I iM II 
iN 
iii 
16 i i6 
ýi ýi iN ýi ii iý 
i 
ItO lCO ILO II 100 CO 16 
11111 
i iM 
i icrj 
I iM 
i iM 
iM 
iM iCD 
I CY) ýCV 
I 
I 
I 
I 
(n 
ý 
"L 
IQ 
I3 
E 
10 
L 
I 
o 
1 r-+ U 
Iý 
I U) 
" 0 
L 
i 
ý 
i 
i- C 
'a) 
iý 
ia 
1.0 
1C 
iý 
ýc 
(ß 
E 
i U) 1-0 
i Co 
ii1 0) 
iiir 
IIi, = ij i-- 
I1I L"' I "ý I(/) co 
1ý1 I1 I(n 
II 1ý 1L Iý 
iiýi CY) 
1 I I. ý 1y 
1ý IoIý 
i(ß iý i.. 
i:. _. ii= 
I (D 
iCiNiViCýC 
CF) 
'Q''ý 'N 'i ýý 
'ý 'U) !uILIL. 
, W-- 1 4) 
15 iý 
14- i in 
10 i-0 
,c, 
i 
OQ 
i (ß i (ß i E. 
ýýiNýN 
ýý 
I "' IIII 
1 9) i9. I9, 
Q.. 
ýpILICýýI111 
i"` 
1O1 
9 lZ, 
ýw 
ýC' 
"j 
:W 
N 
iý ýý 
i C: i4- 
ipýO 
-z- i cn 
IM ia) 
I) I) 
II 
Lo 
M 
ý_ 
II 
IOI 
II 
Iý1 
1I 
1 Iý I 
1 Iý I 
1ý 1 
Iui 1 
1M 1, e I 
I Cö 1 1. 
i 1 
IQ 
iý 
1ii I. 
ie) i 
.ý __, 
iM 
Cý 
ý ý_ ýý 
' (y) 
iý 
iM 
ý 
ý 
1 C'M 
iui 
iý i 
iM 
I LO 
, "- i,, 
, - 
, 
icu 
, 
(a 
I, u, - 
IOU U 
iý ý 
I 
I-t-- 
I U) iL i-, 
j 
i. 
ýO i>_+ 
iý9 
i0 
ýýIUiý 
Q 
C O 
a) 
p 
IL i(ü iL 
iý > 
: 
CL 
I( 
Iý 
I o iý 
I 
11 
I1 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
1 
I 
I 
I 
11 I 
1 I 1 1 1 I I 1 I I I I 11 ý 
I II 
i 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
10 I I I I I1 
I 
1 
1 1I I 1 I 1 I 
IN 
I 
1 
I 
1 
I 
I 
I 
I 
1 
1 
I 
1 
1 t r- I I 10 
I 
I 
I 
x 1 
I 
I1 
I 
1 
10 
1 
1 
1 
I 
1 D 
1 
1 
1 
1 
1 
Iý 
,, 
I 
,ý 
IO 
, 
(ý 1 
1 
II 
I 
1 
I 
1ý 
1 1 1 6 
I I IM IQ 
I 
ý, 
C I 1I I RT I L(") I I 
1 
I 
10 
I 
I 1 
I 
I 
I 
I(V 
I 
II 
I 
1 ý-- I 
Id' 1(0 1q'T Ir ID I I I 1(0 I 1 1r-- 11 I((ý 
Q 0 
; 
1(v 1ý 
1 1 
1ý 1ý 
I 
I 
I 
I 
1 
I 
I 
10 
I 
I I I I(ýJ 
" 
11 Iý 
d 
I 
0) ý 
1I 
ý 
I 
ý 
1 I I I 
CO 
1 1 1 
1 
ý 1I I 0 1 
1 1 I 1 1 
0 
I 
1 1ý 1 
(O ý N 
. 
ý 
(0 N I I 
1 
1L6 
1 I 
1 
I 
I 
I 
1(V 1(O 10 
m 
^ 
N 
" 
Ný 
" 
M 
"0 10 I I 
0 
I 1 
IN 
" 
10 
0 I1 
1 0 Iý. 
1. 
L 
Ir Iý 1ý IN Iý Iý I I co 1 1 1ý 1LO 
1 
10 10 
1 
1 
11 
I1 
I 
I 
I 
1 
1 
I 
1 
I 
I 
I 
1 
1 
1 1 I I II 1 
1 I 1 1 1 1 I I I 
1 
I 
I 
I 
I 
I 
I1 
I 
1 
I 
I 
I 11 I 1 1 1 I I 1 I 1 I 11 1 
1 I1 I 1 1 I I I I 1 1I I I 
I(V I 1 
ý 
(6 co I I I t"' 1 I I(V 
I 10 I I 10 r 1 1 1N 1 I I I 1 I'a' I IM 1 
1 
I 
I cyi 1 
11 
1 
1 
INN 
I 
1 
1 
I 
1 
1 ý 
I 
1 
I 
I 
1 
1 
1 
I 
I 
I I r 1 
U I 
ý 
I 
T. - N 
1 1 1 N I I 1 1 1 
II C) 
N 
1 
L 
- - 
Iý 1 I 
4a 
1 1m 1 1 Iý I I 1ý I I I 1ý 1 1 1(Yý I 
= 
1 IN I 1 1(Y) ý 1 IM I I IN 1 1LO (VI I("7 I 
m 
CL 
I 
1 
II 
10 1 
I 
I. 
I" 
1ý N 
1 
I. 
I 
1 Iý 
I 
1 
1 
1 
1 
1 
I 
N I 
1 
1 
1 0N1 
I 
1 
10 
1 
" I 1ý I 
I 1ý r I 1 Iý 1 1 IN 0 a), 1ý 
(, ) 
1 1I~1 1 
I co 0 0) 
1 
1 
1 
1 
1ý 
I 
:1 N 1 
I 1 
I 10 
1 
I 1 01 1 
I 
Iv 01 ý 
v 1 ID 1 10 Ir- N ID IM 1 ID I 10 r-I 10 M, 0 
^^ß 
1 10 1 0 r' N 
' ' 
I 1 Iý 
' 
M 
' 
I 1 1N 1 1-6I 10 NIN 
Li 1 Ir 1 Ir Ir r I I Ir Ir I I IN 1 10 rl Ir NIN 
I 
II 
1I 
1 
I 
1 
1 
I 
1 
I 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
1 
I 
II 
I 
1 
I 
I 
I 
I 
1 
1 .. I ý1 
I 
1 
I 
1 
I 
I 
1 
I 
I 
1 
1 
I 
I 
I 
I 
1 
1 
1 
I 
1 
I1 
I1 
I 
I 
I 
1 
1 Ir1 I I 1 1 I 1 1 I 1 I I1 I 
1 
I 
Iý. I 
1I 
I I 
1 
I 1 
I 
1 
I 
I 
I 
I 
1 
1 1 I I1 I 
1 1OI 
I 
I I 
1 
1 I I 1 1 
1 
I 
I 
1 
1 
1 
I1 
1I 
I 
1 
I 
I 
10 I 1 I I 1 I 1 I I I 1 11 1 1 
1 I1 
~ 1 
I I 1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
1 1I 1 1 
I 
I 
1 
I I 
I1 
10 I 
1 
1 
1 
1 
1 
1 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
1 
II 
I1 
11 
1 
1 
I 
1 
I 
1 
1 
I 
1 1 1 I I I I I 1 1 II I I 
L I 1ý I 
11 
1_ 
1 
I 
10 
I 
1 
I 
1 
1 
I 
1 
1 
1 
I 
I 
1 
1 
I 
I 
1 
I1 
II 
1 
I 1 
G 1 
0 01 1 I IM I I I I I I I I II I I 
U. I IM NI I Ir I I 1 1 I 1 I 1 II I 1 
ý"1 
I(Yj CC)1 I Iý I I 1 I I 1 1 I II I 1 
C 
ß 
1 
1 
11 
Iß) 'CT 1 
I 
I 
I 
1qq- 
1 
I 
1 
I 
I 
I 
1 
I 
1 
1 
1 
1 
I 
I 
1 
I 
11 
I(v) 1 
1 
1 
1 
I 
Q 1 1 (V 01 1 I(Y) 1 1 I I I 1 1 1 I CY) I I I 
' 
" I II M0 1 
I M I 
I 
I 
1 
1 
I 
I 
1 
I 
I 
1 
1 
1 1 
1 
I1 
10 1 
1 
1. 
I 
I (ý 1 1 I N I 1 I 1 1 {; 
ý 
L 
1 1V' C6I I lÖ 1 
I 
I 
I 
1 
1 
1 
1 
I 
I 
1 N 1 
I 
1 
N 
ß 
I 
1 IMOI I 
1 
IN 1 1 1 1 1 10 1 IM 
^ 
1. 
L 
I IM I`1 1 IM I 1 1 I 1 1 Ir 1 10 1 1 I 
1 11 1 1 1 1 I 1 I I 1 1 1I 1 1 
1 I1 I 1 1 1 I I I I 1 I I1 1 I 
I 1I I 1 I I I 1 I I 1 I I 1 I 
1 I1 1 I 1 I 1 I 1 I IN 1 I1 1 I 
1 1I 1 I I I 1 I 1 1 10 1 II 1 1 
0 I 1I 1 1 1 1 1 1 1 1 I'` I 
C 
" 
I 
-I 
II 
II 
1 
I 
IN 
1_0 (D 
I 
1 
I 
1 
I 
I 
I 
I 
I 
1 
1 
1 
I 
I 
I 
Ip 
1C 
I 
101 
I1 
1 
1 
I 
C 
I 
II 
I1 
I 
1 
I 
1ý 
I 
1 
I 
1 
1 
I I I I 
Q] 
ý lÖ I"ý 
I 
I 
I 
I 
1 
I 
I 
1 
1I 
II 
1 
1 
1 
1 
1 
1 
I 
1 
I 
I 
I 
I 
I 
I 
10 
1ý 
I 
1 I I 1 
Mý 
= 
I 
I 
1I 
II 
I 
I 
IC 
10 
I 
I 
I 
1 
1 
I 
I 
I 
1 
1 
1 "ý 
ID 
1; 
1- 
1\ 
1ý 
IöI 
10 1 
1 
I 
I. 
(1) 
1 
1 
11 
I1 
1 
I 
Iý. s 
.0 
1 I 
1~""ý 
1 
I 
I 
1 
I 
1 
1m 
10 
I 
cn 
IL 
1(n 
I Q) 
1>% I 
CO 11 
1 I 
10 
(D 
I I Iý I 1ý 1 Iý 
1 1 
1 
1 
Iý IE I 
C 
1. ý 
1ý 
1 
II 
I1 
I 
1 
1ü 
IU 
ý 
(ý 
I 
I 
I Iý 
1-0 IO 
I 
I 
0 
1\ 
,w 1 
1 1E I I 
ý 
O 
0 
ID 1\ 
,_ 
1ý I\ I 
1 
I 
I 
I Q) 
10 
i= (D . I IL 1- 1 I 
ý ý 
I Iý 
ý 
1 1 
I (ý 
1. - I. - 
I 
1 
1 
1ý 
10 
' 
1= I 
1E I 
I 
10 
1- 
1(0 
>a I Q) 1 .ý 1 ý ý 
I 
I 
I 
ID `` 
1 
I 
I 
I Q) 
I 
I I a-+ 1ý 
ý 
1ý 
ý,, 
1 (D 
Cl) 
10 IQ1 IL 1ý 
= ö 
I 
I 
1 1 
II ý 0 1 
1 
I0 
Iý 
CO 
: 
. 
1 
IN 
Iý 
, 11 
1= 10 
1(ý 
IU 
1ý 
ID 
1"C- 
1ý II 
1ý 
ý 
IU Q 
v E 
Q 
, 1 1 
1'ý I(u D 
I 1U 
" 
c I. - 
ý 
, 
10 
,Q " 
I E 
,L 
1 Q) 
,ý 
I\ 1 
,ýI 
1 
10 
ý 
I 
ý 
Q I co 
Iý 
I 
ý I 
I (ý 
'_ 
}ff ýww 
IL 
I0 I 
Q! 
E 
1- 
ý 
IN 
0 
ý I I 
I _I 1 (ß Iý 
ý 
'.. ý = ' 
1 
, ä/) 
L 
1 (/) 
D I\ I 1ý 1-0 
yvv ýýý 
ý 
> D 1 
() 
Q) 
1 1ý 
5 
I Q) 
I 
10 
I 
L 10 
I 
I L0 
I 
ý I 
1 "- 1 
I t.. 
1 
(ü 
1ý 
ý"+ C 
v + I L 
ý ý1 
Iý Iý 
m 1 
1ý 
,m 
I 
1 Q) 
1 
10 
ý 
I'ý 
Q 
10 
r. "" 
M Iý 
"... 
cu ý 
O 
ý) lö0 c0 C 
IO 
[(f 
"ý . ý 
Q 0 
I 
Q. 10 ' 0) 
ý = IQ1ý 0 ID 
ýG 0 10 
... 
'0 
(/) 
'Ö 
10 
'ý 
1 
ýý ýý I0 ýý ýý ýI I 
ý ýýQ IU 
0 
:E 
O vi 
N , 
ýý 
10I 
ýý 
,ý ,ý 
D 
, C 
W 
,0 
IÜ 
IC 
Cl) I 
N 
I0) 
C 
10 
3 
I 0 
1 0) 10 ) 
1"C 
1> ' 
1. _ 
I>% Iý 
iý ý 
LI., 
10 I-0 
I 
1" 
C 
I 
1 0) 
L iii Qi I" 110 ý " ý 1(u I. C 1 C 1-0 1ý I"ý ` 
IDD 
L 
Iý 
1 
Q) 
ý 
ID 1'C IU I" Iý Q% 
I ,0 1 ., 0 
1= 
Q ,. 
Q 
1> 
0 
IÜ IÜ 
Qi ý 1ý1- 
ý 
I0 
0 
1 
Qö 
L 
Q% 1ý 1Y 
ý 
I0 1 U 
ý m 
Q 
0 10 U L- 
0 
1= 
M 
Iý + IV) I> 1a. 
cc 
IG 
cn a 
ý 
IJ If'- ID IG 10- ID 
I I 1 I 
*.. I 
W 
ý. + 
C 
^ 
ai 
"ýi 
/ý CL 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
II 
I1 
1I 
II 
11 
N1 
IMI 
1"I 
IN 
ILo 
11 
1ý 
M 
1ý 
It. O d'I 
ICY) U') I 
I1 
ILf) COI 
M MI 
Iý ýI 
IM1 
L1") CD I 
1(V (V I 
L6 MI 
ý V) I 
1ý 
'ý- O' 
1ý MI 
1ý LOI 
I 
1 
1 
I 
I 
1 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
1 
1 
I 
1 
1 
10 
Id 
1 
I 
I 
I 
I 
1 
1 
I 
1 
ILo 
M 
Iý 
r 
I 
1& 
IM 
Iý 
1 
IN 
10 
1ý 
Iý 
I 
lö 
'ýJ 
ý! 
Ir 
1 
1 
1 
I 
I_ 
Ir 
INO oo 
1 ý, 
IT- 
00 d' 
M L% 
IN 
a) ý 
N 
Iý M ý! ') 
I 
IM 0C6 
tr) NN 
1 (0 0ý 
Iý Nlq" 
1j r- Id") 
ION 
I('V 
O 
N lq- 
I Nýý 
'ý N 
1ý 
1"ON 
Ir N'T 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
1 
1 
I 
1 
1 
I 
'ti 
0 
M 
1 
I 
1 
I 
1 
I 
1 
1 
I 
I 
I 
1 
I 
1 
1 
1 
1 
I 
I 
1 
" 
M 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
IM 
I Ij) 
1M 
I(O 
IN 
1(C) 
ý-- 
I 
Iý) 
IM 
1 LO 
I 
Iý 
IM 
N 
I 
I 
1 
I 
1 
I 
I 
1 
1 
I 
I 
M 
Ir 
Iý 
IN 
_ 
IT- 
10 
ý 
I00 
N 
Iö 
. 
Ir 
I T- 
I 
1 
I 
I 
1 
I 
1 
I 
1 
1 
I 
1 
I 
I 
1 
I 
I 
Iý 
IM 
Iý 
1 
IC6 
M 
1O) 
Ir 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
1 
1 
I 
I 
I 
1 
t 
I 
1 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
1 
I 
1 
1 
1 
1 ý, 
IN 
I 
CO I 
IN 
I 
I 
I 
I 
I 
t 
I 
I 
1 
I 
1 
I 
1 
I 
I 
ILO 
Ip 
116 
N 
Iý 
tý 
1N 
1 
I 
I 
I 
I 
I 
1 
1 
I 
1 
1 
I 
I 
1 
I 
I 
1 
I 
I 
1ý 
M 
IN 
IN 
1 
1 
I 
I 
1 
I 
1 
I 
1 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
lo-) 
Ir 
1M 
N 
1ý 
1ý 
IN 
1N 
I 
1ý 
10 
1 
Id' 
IN 
I 
I 
II 
11 
I 
1 
I 
1 
I 
1 
I 
1 
1 
I 
1 
I 
1 
I 
1 
I 
1 
1 
1 
1 
1 
I 
1 
I 
1 
1 
I 
I 1 
I 
1 
1 
1I 
1 
1 
I 
1 
I 
ILo 
. 
1 
I 
I 
1 
I 
1 
I 
I 
I 
I 
1 
I 
I 
I 
I 
1 I 
I 
1 
1 
1 
I 
I 
I1 
1I 
1 
I 
I 
IM 
I0 1 
I 
1 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I I 
I 
I N U-) I I I I I 1 I 1 I I 
I 1I 1 100 1ý 1 I I I 1 I 1 1 1 I 1 
I r M 1 I I I 1 I I I I I 1 I 
1 1I 
1 
I 
_ 
IN 1N 
I 
1 
1 
1 
I 
I 
1 
I 
1 
I 
1 
I 
1 
I I 
1 
I 
1 
I 
1 
I 
1 
I 11 1 1'ý 1ý I 1 1 I 1 I 1 1 I 1 I 1 
I 
I 
11 
II 
I 
I 
IM 
1 
1 
1co 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
1 
I I1 I 1 1ý 1 I I I I 1 I I 1 1 1 I 
1 11 1 1ý 1ý 1 I I I I 1 I 1 1 I 1 I 
1 II I Cr) I 1 1 I 1 1(v) I 1 1 1 1 1 1 I 
" 
IM 
1ý 
1. ý 
I 
I 
I 
I 
I 
I 
10 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I I1 I Iý 
1 
1 
1ý 1 1 I 
1ý 
IN I 1 ý 
I I I 
1 1 1 I 1 I 
I II 1 
1 
IN 1ý I 1 1ý 1 1 
I 
1 
I 
1 
1 
I 
I 
1 
I 
I 
I 
1 
I II I IM IC) I 1 1 1ý I 1 I 1 I I I I 
(D I II I Ir 1'ý' I I 1 I 
L6 1 I I I 1 1 I i 
I 
I 
II 
1I 
1 
I 
I 
Iý 
I 
IM 
I 1 1 1 
M 
I 1 I I I 1 1 I 
t 
1 II 1 1'IT 10 IT-- 
ýi1 
I 
1 
II 
11 
I 
1 
Iý 
1 
1ý 
1 
I 
1 
1 
I 
1 
I 
IL6 
I 
I 
I 
I 
I 
1 
I 
I 
1 
1 
1 
I 
1 
I 
I 
1 
1 
C 
ß I 11 1 IQ 
1 (Y) I I I 10) i 1 1 1 I 1 1 1 
Q 1 II I IRT 1(V 
I 1 I Ip I I 1 1 I I I I 
" I II 1 1 ý I M 
I 
I 
1 
1 
I 
I 
I 
1ý 
I 
1 
1 
I 
I 
I 
1 
I 
1 
I 
1 
I 
1 
1 I (, ) 
ý 
t ý. 
11 
11 
I 
I 
1 
t 
I 
I NO 1 
I 
I 
1 
1 
I 
1 C I 
1 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
I 
(a 
Iý. i) 
ýI 
I1 
1 
1 
Ö I 
(0 1 I 1 
C 
1 1 1 
a 
Ir CO I1 1 I(O IN r I I 1 ILO I 1 I I I 1' 1 I 
I 
I 
11 
1I 
1 
I 
1 
I 
1 
I 
I 
I 
1 
1 
1 
I 
1 
I 
I 
1 
1 
I 
1 
I 
I 
1 
I 
I 
I 
I 
1 
I 
1 
I 
1 
I 
11 
II 
1 
1 
I 
1 
I 
1 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
I 
I 
1ý 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 II I I I 1 I I I 1 I IQ 1 I 1 I I 
Q% 
C 
I 
1 
II 
II 
I 
I 
I 
1 
1 
I. 
ä 
I 
I 
I 
1 
t 
I 
1 
I 
I 
1 
I 
I 
I'` 
1Q 
I 
1 I 
I 
1 
I 
1 
I 
ýý I 1I 
1 
1 
1 
I 
I 
IQ 
I 
1 
I 
1 
I 
1 
1 
1 
I 
1 
I 
I 
I 
IC Iý 
Iý 
I 
I 
I 
I 
I 
I 
C, 1 
1 
I 
1I 1 I 
Q. 
IC I I I I I 
1 I 
Q) 
1ý 
IÖ 
I 
1"ý 
1 1 
1 
1 
1 
1 
I 
I 
1I 
I1 
I 
I 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
I 
I 1 
ý 
1ý 
ý 
I 
ý 
i I I I 
y"' 
= 
1 
I 
11Q 
+ 11 
1 
I 
1 
1 
1C 
10 1 
1 
I 
1 
I 
I 
I 
I 
I 
1"C 
I 
I; 
I"- 
I\ 
I ! /i 
lö 
I 
I 
I 
1 
I 
1 
I 
_ 
N 
I 
4.. 
I Iý Q 1 Q) 1 1Q 
I 
1 
I 
1 ý'' : 
1 
I 
1 
1 
I 
1 
ýQ 
E 
ý 
L I 
IýQ 
I 
ý 
1M 
13 
I 
I 
1 
I 
1 
I 
IN 
1-0 
. 92 
I 
I 
II 
1 1ý 
IL 
I= N 
I 
I 
1 
Iý ,w I 1Q I 
I 
1 
ý 
1 
ý 
1 
I. 
S . r-+ 
IN 
I' 
Iý 
I 
1 
I 
I 
I 
IQ 
IQ 
ß ; ýý ý ý I 
lO 
I 
1 
I 
I\ 
1 
1 >> 1 
1 
I 
IQ 
I. _ I"_ 
I\ 
I 
(ý 
1ý \ I 1 1 Iý 
ý 4) 
i 
. C', ` 
QI 
IU 
1 
N 
I 
1ý 
1ý 
`ý` 
? 
I 
I 
1,0 
Iý 
1 
I 
1_ 
1 (ý 
ö 
1 
1 (U 
I +ý 
1ö 
Iý 
1Q 
IN 
1ý 
Iý 
I 1 
IQ 
1- 
IQ 
= 
L 
1 
I 
I 
Iý Iý 
1ý 
. 
1ý 
I 
1 IQ ý 
ir 
V 
, IQ 
I 
I 
1 
I y+ 
Ic 
Iý 
IQ 
I- 
IU 
I(>S 
1C 
Iý 
Iý 
IQ 
I ý 
1 
1 
IL 
Q 
U 
Iý 
1"L 
E 
C 
p 
' 
1 
ý Q) 
1 ý I 1 
U 
N I 
ý 
1 
1ý 
I 
1 10 1 
Iý I CC 
C Q i\ 
I 
1 
I 
1ý 
I'Q 
Q% ý Q ý 
ý I' Q 
o 
co 1 
1 
ý 
c 
I. 
1 in .. - L 
IQ 
ý Q 
1 
I'ýn 
I 
Q 
I 
Iý 
I 
Iý 
1_ 
I 
I 
Iý 
I(ß 
I\ 
I 
> 
'.. ý = 
L 
c 
1\1. 
ý 
1 (n 
Iý 
i 
IN 
I (u 
Q 
}}ýý/ 
^J 
_ 
IQ 
I> ý 
Q) _ 1 4- 
N 
IQ 
ý 
IQ L Q 
L 
Q = 
1ý 1 1ý 
_ 
I 
CU 
C: 
p 
CO 
IQ 
ý 
I (n 1Q 
ýQ 1ý 
1ý 
1 
I" L 
Q 
I, .ý 
ý 
ý 
, 
IN 
cu 
'Q 
Iý 
ý 
1 Qi 
Iý 
y-" 
1Q 
1 (n 
I 
Q 
IL 
1S 
Iý 
Iý 
1ý 
Iý 
.ý 
0-) 
Q 
IL Q I4- 
E 
I 
ý 
Cý c. i 
Q ÖiQ ý"3 ;ý ;ý 
} ý 
^' 
Q 
; 
- 
; 1 Iý O 
1ý 
Q) N 
ý 
ý I 
'° 
10 
IC 
p 
O 
i 
O 
i 
IÜ 1 In IQ IV 
W` 1ý 1ý) 
ý ý '' 
ý 
1'- 1 I I II 
ý IQ IQ I 
vý 
Q 
oL 
0 I, ý 1 IO Iý I Q 1U I rn 1,0 Ü Ic O IC Iý I3 Iý 10) I , ý_ 
1-ý- 
Ir_' 
I--., 
1= 
a% 
IL I,,.. 
" Q 
I 
U) 
4) 
Q% 'C 
I c: 
'ý 
1c 
ý 
c 1ý E IT 
E- 
' 
,ý 
1Q 
ý 
,, _ 
"Q 
," 
> 
, 
> 
, 
ý 
IL 
Q Q) 
ý 
I> ++ 4) 
Qp 
E 
ai 
ý 1'- IQ YIQ 
I 
_U 1ý 
I' 
Iý 
I" 
1Q 
ý 
ý 
'N 
ý I. 
,Q 
'U 
1 
Q 1 
1 ý .'Q 1 
'Q 
IQ 
; 
Q 
ý Ü 
m 
ai 
ý 1ý m 
I- IQ 
^L 
Q 
IQ 
cc 
AL 
ý 1. 
N 1 ý 1 "- 0 
IC 
IC 
IL 
1a 1 
ý ý 
I- 
m 
10 U 1a 
I. I. 
ý 
1ci) 1> 1a IG 
ý 
vf 
a ý ,J 1ý I 1 . 
1 
LO 
1 I I I I I I 1 1 I I 1 I I I I 
IN I I I I 1 1 I 1 I I I 
t 
I Ip 1 I I I 1 1 I 1 I I I 1 I I I 1ý 1 I I I I 1 1 I I I 1 I 1 I I 
0) 
100 
t I I I I I I I 1 I I I 1 I 1 I 1 I 
t 
I `... Ip 1 I 1 1 I I I I I I I I 
I 
I I 
ý. + r 
1 I 1 1 I I 1 1 I I 1 I I 
C 
ß L6 
0. 1(14 I I 1 I I I I t I I I I 
"V 06 I 1 I 1 1 I 1 
Iý 
1 
1 I I 
I 
1 
t 
1 
1 
1 
1 
1 
1 
I 
I 
1 I 1 1 I 
r- 
1 . 
CD 
. 1 I 
p 
1 
I I 
A 
I. i 
d 
U-) 
1ý 
1ý 
N I 
1 
I 
I 
1 
I 
I 
I 
1 
1 
F 1 1 I 1 1 1 
I 1 I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I I I I I 
I I I I I I I 1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I I 
I 
I 
1 
I 
1 
I 
I 
I I I 1 I I 1 I 1 1 I I I 1 1 1 1 I I I 
I I I I 1 I I I I I I 1 1 I I 
I 
I 
I 
I 3 
I 
1 
Ir 
I co 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I I I I I I I I I I 
Lý r 
1 1 1 I I I I 1 
1 
1N 1 1 1 1 I I I 1 1. 1 1 1 1 1 1 1 I 
C 
ß 
I 
I 
IN 
I 
1ý 
1 
1 
I 
I 
I 
I 
1 
1 
1 1 
1 
1 
1 
I 
1 
1 
1 
I 
1 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 IN Ip 1 1 1 1 I 1 I I 1 I I t 1 1 I I I 
. 
I IN 0') 1 1 I I 1 1 I I 1 I 1 I I I 1 1 1 
U 1 I 1 
l 
1 I 
I 
IN 1 1 I I I I I I 1 I I 
1 
C6 
ö 
1 
M 
1 
ý ý 
1 
Id" 
1 
co I 1 
IN 
M 
1 IO CD 
ý 
IN IM I 1 I I 
I 
lO 
1 1 00 CY) i r-- I 1r. - r 1114- I 1 1 
1 
1 CO 
I 
1 
I 
I 
I 
I 
1 
1 
I 
I I 
1 
1 1 
I 
I 
1 
1 
I 
1 I 
I 
1 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 1 
I 
I 
1 
I 
I 
1 
1 
1 
I 
1 
I 
I 
I 
1 
I 
1 
I 
1 
I 
1 
I 
I 
I 
1 
1 
I 
1 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
t 
I 
I 
1 
I 
I 
I. 
I 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
1 
1 
I 
I 
I 
1 
I 
1 
I 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 
1 
1 
1 
1 
I 
I 
1 
1 
1 I I I I 1 I 1 I 1 I I I I I I 
C I 1 I 1 1 1 I IM I 1 1 I I I 1 I 1 I L() 1 
O I 1 I I I I IM I 1 1 1 1 1 1 I 1 Ir I 
+'I 
1 1 I I I 1 1 t L6 I I 1 1 1 I I I 1 Id; 
C 
I I 1 I I 
1 
I 
1 
ý 
1 
1 
I 
I 
1 
I I 
1 
1 1 
1 
I 
I 
1 
I 
I Iý 1 
ä 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
N 
1 
1 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I I 
1 
I 
1 
Ip 
1 
1 
"(ý I I I 1 1 1 I I4 I I I I I I I I 
N 
}. ý 1 ý M 
I I 
1 
I 
I 
I 
IC6 
1 I 
I 
I 
I 
I 1 
1 
I 
1 
1 
1 
I I 
1 
I 
IN 
1 
I L 1 M 
1 
1 1 
M 
1 1 I I I 1 
M 
ILr) I I 1 I I Ir I I I 1 I I I I 1ý 
I I I I I I I I I I I I I I I I I I 
I I I I I I I I I I I I I I I I I 
I I I I I 1 I I I I I I I I I I I 
I I I I I I` I 1 I I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 
I I I 
I 
I 
I 
I 
I 
I I 
I I 
I 
I 
I I I _ I I I I I I 
I I I I I I I I I I I I I I I I I I 
I 
I I I I I I I I I I I I I I 
I I I I I I 
I 
I 
I 
I 
I 
I 
I I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
1 
1 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
1 I 
I 1 1 I I I I I I I I I I 
1 I 
I 
I 
1 
I I 1 I I I 1 C 1 I I 1 I I I I I 1 I 
N 
I 1 I 1 I i I O 1 I I i I I I 1 I 1 I I 
ý 
I I I 1 I 1 1 I 
.O I I I I I I I I 1 I I I 
ý 
I I I I I I I a 1 I I I 
I 1 I 1 I I 
O 
( % I 
ý 
ý 
1 
I 
1 
I 
1 
I 
1 
I 
I 
1 
1 
I 
I 
1 
O 
- 
1 
I 
I 
1 
I 
1 
I 
1 
I 
I 
I 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I . yd 
ý 
I 
I 
:: z I 
i 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I >" 
O 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
i I 
O I 
ý 
, 
" 
1 1p 
IC 
I- 
Iý 
I 
I 
I 
I 
I 
I I a yý 
1 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
ý 
> 
O 
' 
1 
I 
IýA 
v, 
O 
I 
1 I ýý Iý 0 
I 
, 
I 
I 
I 
I 
I 
I 
ý 
,w 
I I I 
1 
I 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
1 
I 
1 
I 
1 
I 
1 
" 
ý 
ý 
I 
I Q 
ý' 
1 Iß 
I ö 1 
E Iý 1 I 
, 
I 
I 
"ý/ 
C 
I 
I 
I 
I ýÜ 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
N , ` V 
1 , , ý 
, (1) 
I 
I 
I I 1 
, 1 IN 1 1 1 1 1 1 1 1 1 1 ý 
a. 
V , 
1 a 
I 
1 
I 
1ý 
I 
IQ 
ý 
lö I in 
ý 
I I in 
I(ý 
ý i. C 
, 
(u' I 
I di 
13 
I (ü 
I 
IQ Iý 
1 
1ý 10 
co 
I Iý I I I I I I I I 
I 
I 
I I ý ý 
= I 
O 
I 
I 
a) 
I 
IZ 
Iý 
Iö 
. 
I(n 
I 
1ý 
ý 
C I 
L 
Iý I 
ý 
I 1 I I I I 
1 IC 
Q) 
v' , 
O 
ý 
Iý 
4 - 
ý 
1ý 
, 
ý 
1 
IO 
I 
10 
L 
iQ 
Q 
1 
I Qý 
1ý 
1. - 
^ 
"f 
ýý 
V 
I 
1ý 
I 
(D 
Iý 
I 
tO 
I 
I 
I 
I '(ý 
I 
I 
Iý 
1ý 
I 
I 
I 
1 Iý I .ý 
r 
O 
a 
I 1 
Iý 
L 
I (a 1}I (ý 
I, 
, 
(n 
1'~ 
10 
1= 15 
L 
w IC 
Iý 
IL 
1 
1ý 
1 
I 
I Q% 
1 
.> 
I'ý 
IL 
1 
1ý 
1ý 
1 0 
I 
I 
I 
Iý 
IC 
Iý 
IC 
Iý 
ý V 
;ý i 
" 
ýý 
O 
ý 
tn 
I ý 
ý 
C , 
i. 1 
O 
I ý 
10 
I 
I= 
1ý 
I 
I 
Iý 
1 tn 
Iý 
I 
IC 
ý I 
1 
1 
I 
I 
Iý 
I 
IÜ 
1 c. = 
IQ 
1 ý 
C 
v) 
ß 
Iý 
I +'+ 
y 
O 
1 (n 
1O 
1 
Iý 
IC 
Q 
IC 
(ß 
Ic 
; 
, O 
L ; 
QD 
C) 
Ö , Q % Q i 
1O 
3 
IL 
Q% 
IC 1- 1 
+ý I 4= 
1. 
= 
C 
IO 
ý 
C 
'C M W : O IQ I 
;( 
3 3 
ý 
ý 
4- - 
IC I rn a 
, C 
1C 
, c 
1C 
, 
IÖ t ") , Q N IY IE IV 0 
y I 
ý 
13 
1 
Iý 
1 
IQ 
1 
Iý lO Iý Qj 
I OU IÜ 1I_ý 
I Lý 
O 
I IO 
l 
,L 
lÖ 
1L ,L L , L , O 
O > 
C O ý Q% IO 1 
ý 
I 
: 
10 1 0 1 
0 
1 I 
0 
1 
O 
I 
O 
c 
Qi 
ý , O ý" , ý , "-ý 
'ý 
1- 1ý Iý I 
, "c 
Iý 
0 
E 
1ý 1ý IC I (n IE IC IE IE 1E 
C 
IC 
C 
IC IC 
Q O C 
IC 
ý 
:ý 
5 
, 
Iý 0 
1ý Iý 
, 
Iý 
* 
IÖ 
1 "I4- 
F-- ýý 
4) 1? ý 1, tý 1 
cu 
,3 
IE E E E E E C C 
c 
C 
0 n`C ` 
I 
It 
ýLC 
^ 100 
n r 
IV IQ IQ IU 
C 
IG 10 1"_ Cl) ILL 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
1 
1 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
I 
I 1 
I 
1 
I 
1 
1 
I 
I I 
I 
I 
I 
I 
1 
1 
1 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
1 
I I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
1 
1 
I 
I 
I 
1 I I 1 , 
X 
I I I 
_ý 
I I I I 1 I 1 I I 1 1 1 1 I I I I 1 
L. L, (') 
10 
a 1ý I I I I I I I I I I I I I 
. 'V 1ý 
}+ I 
I 
I 
I 
I 
1 
I 
1 
I 
1 
I 
I 
I 
I 
I I I I I I I 1 
Q I 1 1 1 I I I 1 1 I 
" 
1ý 
I I I I I I I I I 
I 
I 
I 
I I 
I 
I 
I 
I 
I 
I 
I I I I 
I 
I I I I I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 
I 
I I I 1 I IQ) I 1 Iap 1 I 1 
I 
I 
I 
I 
I 
1 
I 
1 
I 
1 
I 
1 
I 
IN 
I 
1 
I I I IM I I M M 
I 1 
1 
1 
I 
1 
1 
I 
1L6. 
I ý 
1 
1 
I 
I I ý 
(Ci 
I 1 I I I I I I I 
I ý 
I 
1 
I 
ý I I 1 I 1 I I I I 1 1 I I I I I I I 1 I 
Lr) 1Q N 1 IN I I M I I I I I I I I I 1,.. 7 I 
I IM 1'; t 1N IN 1 1 IN 1 1 1 I I I 1 1 IN 1 
1 
I 
I 
1(6 
1 
106 
" 
I 1 I4 
I I I 
ý 
1(0 Q 
" 
I I I 
N 
1 1 1 1 1 1 I I 1 1 I I I I Iý I 
O 
}ý 
1 
1 
I 
Q 
I N 1' 
1T 
1 
1- 
M I 
1ý 
1 
: 
1 
I 
I 
1 
1 
1ý C 
1 
Iý cy 
N z 
Io 
1 I- I 
I 
I IN IO 1N 17 1M I 
ý 
i 
? 
I' I7 IN IN 1ý 
ý 
I Ir I('7 ILO Ir IM 1 I 1ý 1 I I IM I({) Ic6 loo loo I(C) Il(i I ^ 
I Ir I r' Ir IN Ir I I Ir 1 I I Ir Ir Ir Ir Ir Ir 1ý"' 
I I 1 1 I I 1 I I 1 1 1 1 1 1 I 1 I I 1 
1 1 1 1 1 I I 1 1 1 I 1 I I 1 1 1 1 1 
I 1 1 I 1 I I 1 1 I 1 1 1 1 I 1 I I I 1 
I I 1 1 1 1 1 1 I I 1 I I 1 1 I I I I 
I 1 1 .1 I I 1 1 1 I 1 1 1 1 1 1 1 1 1 
1 1 1 1 1 1 I I 1 1 I 1 1 1 1 I 1 I 1 
L 
1 I 1 I 1 I I I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I I I 
I 
I I I 
1 
I 
I 1 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I I I I I 1 
I 
1 
I 
1 1 
I 
I 
I 
I I I 
O I 1 1 1 I I I I I I I I 1 I 1 I I 1 I LL 
1 I I 1 I I I I I I I 1 I I I 1 I I 
+r 
C 
Q 1 I I I 1 1 I I 1 I 1 I I 1 I I 1 1 1 
I I 1 I I 1 I I I I 1 1 1 1 1 I I 1 I 
1 
U-) 
1 
I 
I 1 1 
I 
I 
I 
1 
1 
I 
1 
I 
1 
I 
I 
I 
co 
1 
I 
1 
I 
1 
I 
I 
I 
(o 
1 1 
I 
1 
1 
I 
I 
1 
1 
1 
1 
1 
I 
I 
I 
I 
1 
1 
I 
I 
M 
IV: 
1 
1 
1 
1 
I 
I 
I 
I 
1 
I 1 1 17 1 I 
N 
I I I 1 I I 1 1ý 
ILf) 1 I I I I I I 1(Q I 1 i(o I I I I I I 
I (ý 
I I I I I I I I I I I I I I I I I I I I 
I I I I I I I I- I I I I I I I I I I I I 
I I I I I I I I I I I I I I I I I I I 
I 
I I I I I I I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I I I I I I I I I I I 
I I I I I I I I I I I I I I I I 
I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I I 
I I I I I I I I I I I I I I I 
I I I I I 
I I I I I I I I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I I I .I I 
I I I I I 
I 
I 
I 
I I I I I I I I I I I 
I I I I I I I 
I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I I 1 I I 1 1 I 
1 1 I I I I 1 I I I I I 
I 1 I I I I I 1 1 I 
1 1 I 1 I I I I I 
E 
I 
I I I I I I I I 1 
I I I 1 1 I 1 
' 
1 I 
I 
I 
I 
p ý I I I I I I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I I I 
ý I ý. I I 
I I I I 
I 1 I I 1 I I I I I 1 ir I 1 I 
I 
I 
I I 
I 
1 
1 
I 
I 
I 
1 
I C I I 1 I 1 1 I I I I 
I I 
O 1 
ý 
, I IQ I- 1 1 I I 
O I I 1 I I 1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 "ý 1 Iý l0 1 1 1 I 
ý 1 I I I I 
I 1 I 
% 
ý 1 
y 
p 
_ I Q) 1ý 0 
I 
1 
I 
I 
1 
1 
I 
I 
Q 
ý 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
1 I 1 I 
ý"ý 
?w 
V/ I 
1 Q 
I 
ýQ 
1 
1 
1 
ý 1N I 1 I ý I 1 
ý 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
1 
I 
I 
1 
1 
I 
I 
ý 
Q 
ý 
Iý 
1 
I 
I 
1 
1 
, 
I 
L 
ý 
I 
I 
1 
1 Qý I I I I I 1 I 1 I I 
^ ý 
I 
1 
Q 1 
I 
I 
I 
>- 1 
10 
ý 
1ö I Cl) 1 Iý 
Q i ', ý 
, I I I Y" I I I, 
ý 
ý 
1 
I + 
I (13 
O I _ 1 Iý 
I 
I 
1 
I I I I I 
O 
"ý 
, 
' j 
l0 
'ý 
1 
'L 
I m 
' Q) 
IQ 
' Q) 
I 
'Ö 
ý-" 
'N 
I 
Iý 
1 
N i ýý ý ý ý ý ý ý 
ý 
I I I I 
ý 
= I = Iý 
I. 
L Q 
Q C ý I 
Q% 
I I 1 1 I I 1 1 
I I 
L U) p I O 1ý Q) 
ýL 10 
10 
r 
l 
0' 
ý 
l0 Iý 
' Q I Iý l0 I 
1 
I 
I Q) 
Iý 
I" 
1 
I 
l0 
I 
I 
I 
I 
I 
I}, 
IC 
ý 
L Q 1 ý.. ý 
I (Ü 
,~ 
ý I> IU 
IS ý Q Q 
, O 
) 
,ý 
I""' 
, (ý 
I"- 
y 
ý 
ý 
IC 
10 
I 
' Qý 
I L- 
IO 
1 
Iý+ 
,ý 
I 
I 
I.? 
tý 
ý 
IL 
1 
ý 
1 ý 
1 
' 
l0 
I 
I Q) 
;ý 
ý 
ý 
Ä 
, (u 
, 
Q 
C 
ý 
1 
C: ý 
ý 
N ýý 1 
ý 
I IC -0 ++ 
ý '- 
IC 
ý 1 ++ 
y 
ý 
Iý 
1O 
'ü 
I 
: 
Cu (Ü Q) 
0 
ý 
Q) 
1 ý 
I 
30: 
L 
(6 Q) 
ý m 
I E IO U :6 ,ý 
0 
1Q 1 
I 
1 U ýQ iý ;E :0 
C/) I c a (n , Iý Iý 
, 
1ý 
1"- 
I Q% 
O 0) ,I0 Q 
a) 
ý 
0 1 cu 
,ý 
IL 
0 
1 O 
I 
I 
I, 
ý 
L 
0 
ý 
IL 
I0 
IL 
' 
'L 'L 0 
'0 
L 
ý 
ý 
i> 
0 1ýý ý ý 
O 
I v I 1Q r 
I I =3 I 
Qi 1 QD 
1ý 
IY 
1r 
I 
1 (n 
I 
IE 
O 
1ý Iý Iý (ý 'ý 
C 
'C 
c 
'C 
Q% 
Q Q% 
EC 
aý 1 
ý 
I ,o I0 1ý 
I 
ö 
. 
LL M '' nn Q Q 
V CC G 
8 
1' 
LLý 
1> I> Iý If tý Iý 1 
I I 1 ' 
v/ 
1'ý W V 
i 
21 
W 
r. + 
= 
C. 
ý 
m 
CL 
I 
I 
I 
1 
1 
ý 
lO 
" 
1ý 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I M 
I 
1U') 
1ý 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 00 
IM 
1d 
Iý 
I(V 
IN 
1ý 
I 
lO 
I 
IN 
1ý 
I 
I 
I 
I 
1 
1 
1 
1 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
1 
IM 
IL{) 
IN 
1 .. 
1r 
M 
I(ý 
1ý--. 
1 
10) 
1(V 
ILC) 
1ý 
1 
crý 
lO 
1 
IU') 
Iý 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
1ý 
Ip 
ý 
1ý 
I 
1ý 
lO 
I 
Iý 
Iý 
1I 
II 
II 
1I 
II 
1I 
I 
II 
1 
1 
1 
I 
I 
I 
I 
I 
1 
1 
1 
1(3) 
I (Y) 
I 
IN 
I 
1ý 
IN 
1 
ILO 
IN 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
Iý 
N 
1(Q 
I ý' 
I 
d' 
CO 
Iý 
1 
p 
I T- 
1ý 
ý 
^ Iý 
IM 
I 
N 
1 
I 
I 
1 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
1 
I 
I 
I 
I 
1 
1 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
1 
ILo 
IO 
1 
Iý 
Ir 
1 
I 
I 
I 
I 
1 
I 
I 
I 
1 
1 
I 
I 
I 
1 
I 
I 
I 
1 
I 
1 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
t 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
1 
I 
I 
1ý 
1N 
IM 
1 
N 
1N 
1 
IM M 
lö 
1ý 
1 
loo 
Ir 
I 
I 
I 
I 
I 
I 
1 
1 
1 
I 
1 
I 
I 
.I 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
l u) ) 
1ý 
ý 
1LO 
I 
IO 
Iý 
Ir 
I 
I 
I 
1 
I 
I 
1 
1 
1 
I 
I 
I 
I 
I 
1 
1, y. ) 
I 
I, 
qý 
IM_ 
I CO 
1 
t 
1 
I 
1 
1 
I 
I 
t 
I 
I 
I 
1 
I 
Iý 
IT, 
Id' 
CO 
1 I I 1 I I 1 I I I I I I 1 I I 1 t 
I 1 I I I 1 1 I 1 1 I 1 I I I 1 I I I 
I I I I I 1 1 I 1 I I I I 1 I 
I 
1 
I 
I 
1 
I 
1 
I 
1 
I 
1 
1 
1 
1 
I 
I 
I 
I 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
1 
1 
1 
I 
I 
1 
I 
I 
1 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
1 
I 
I 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
1 
I 
I 
1 
I 
I 
I 
I I 
I 
I 
I 
1 
I 
I 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
1 
1 
I 1 I 
I 
1 
I 
I 
I 
I I 
I 
I 
I 
I 
I 
1 
I 
I I I I I I 
I 
1 
I 
I 
I 
I 1 
I 
1 
I 
1 I 1 1 1 
I I 
1 
I 
1 
I 
I 
1 
1 
I 
1 
I 
I 
I 
I 
1 
I I I I 
= 
I 
1 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
1 
I I 1 I 
I 
I 
1 
i 
I 
1 
I 
I 
I 
1 
I 
I 
I 
1 
1 
Ip 
1 
1 
(D 1 1 1 1 1 I I 1 I I 1 1 I I I I 1 I I 
ý' I 
1 I I I 1 I I I I I 1 I I I I I I 1 ý 1 
I I I Iý 1 
VJ 1 1 1 1 1 I I I 1 I I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I I 1ö I 
ý"ý 1 
I 
1 
I 
1 
1 
I 
I 
I 
I 
I 
I 
I 
1 
1 
I 
1 
I 
I 
1 
1 
1 
1 
I 
I 
I 
I 
I 
I 
1 
1 
1 
1 
I 
I 
I 
M 
I 
I 
I 
Q 
1 I I I I I 1 I 1 1 1 1 1 1 1 I I I I O) I 
. I I I I I 1 I I I I 1 I I I I I 1 Iý I 
'(; 
1 
1(0 
I 1 I 
Iý 
I 
I 
1 
I 
I 
Lr) 
1 I I 1 1 1 1 I I I Q 
1 
I I I'qý I I9 1 I I 
ý, 
I 1 I I I I I 1 I 1C? I 
m I I I(Y) I I 1(V 1 I Iý 1 I I 1 I I I 1 I 1(0 1 
^^ 
Ci. 1 1 1N I I Ir I 1 Ir I 1 1 1 t I i I I Ir I 
I 1 I 1 1 1 1 I 1 1 1 I 1 I I 1 1 1 I I 
1 I I I 1 1 I I I I I I 1 1 I 1 1 1 I I 
I I I I 1 1 I I I I I I I 1 I I I I I 
1 I I I 1 1 I I 1 
I 
I 
1 
1 
1 
1 
I 
1 
I 
1 
I 
1 
I 
1 
I 
1 
I 
I 
I 
1 
I 
I 
I 1 
1 
I 
I 
I 
I 
1 
I 
1 
1 
I 
I 
1 
I 
I 
I I I I 1 I 1 1 1 1 1 I I 
I I 1 I I 1 I I I 1 I 1 I I I I 1 I I I 
I I I 1 I I 1 I I I 1 1 I I I 1 I I 
I I 
I I I I I I I 1 I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
1 
1 
I 
I 
I I 
I 
I 
I 
I 
I 
1 
I 
I 
1 
1 
I 
1 
I 
I 
1 
I 1 I 1 I I I I 1 I I 1 I 
I I I I I I I I I I I 1 I I I I 
I I I 
I I 1 I 1 I I I I 1 I I I I 1 1 
I 1 I I 
I I I 1 I I I I I I I I I I I 1 
I I I 1 
I 1 I I I I 1 I I 1 
I 
I 
1 
I 
I 
I 
I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
N 
I 
1 
I 
I 
1 
I 
I 
I 
I 
1 
1 
I 
I 
1 
I 
I 
I 
I I 1 I I 1 I I I I 1 I 
1 1 I I 1 I I I I 1 I I 
I I I I 1 1 I I 
ý 
I I I I I I 1 I I I I 1 
I 1 I I I 1 I I 
I 
0 ý I I I I 1 I 1 
I 
1 
I 
I 
I 
I 
I 
I 
1 
I 
1 
I 
I 
i 
I 
I 
I 
I 
I 
I 
I 
I t 
ý I ý. I I I 
1 I I I 
I I I I 1 I I I I I ý 1 
1 
ý I 
I 
1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I C 
I 
I I I I I I I I I I I I 
O I 
N 
N I I0) I- I 1 I I 
O I I I 1 I 1 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
1 
I 
; 
Q) 
1 "ý 
N 
1 
I 
1 
_ý I o 
I(D 
1ý 
I 
1 
I 
I 
I 
I 
I 
I 
o 
ý 
I 
I 
I 
1 
I 
I 
I 
I 
I 
1 I 1 1 1 I 
I 
1 
I 
I 
I 
ý 
' 
I 
0 
4 
1 
1 
IQ 
1 I. 
lo 
I 
E 
I 
1 2 
I 
1 
I 
1 
I 
I 
ý 
(, 
I 
I 
I 
I 
1 
I 
I 
1 
1 
I 
1 
1 
I 
I 
1 
I 
I 
I I 
1 
I 
I 
I 
1 
y 
ý 
1 _ ý I I I 
1ý 
Iý 
1 
1 
I 
I 
I 
1 
I 
L 
ý 
1 
I 
1ý 
Io 
1 
I 
1 
I 
I 
1 
1 
I 
I 
I 
I 
I 
1 
I I I 1 
o 
M 
V l 
1 4 
I 
1ý ID 
ý 
lö Iý I IA 
1(0 
ý ; ; 
"ý 
i i ; i ; ' i ; ; ; 
, I Q) 1 
I 
(ý 
I 
IQ 
1, 
_ 
1 ý'_' 
I 
Iýa.. " 10 
= 
ý t 1ý I 1 
1 1 1 I 1 1 1 I 
4) ' Qi L 1ý 'o 
ý 
' (D 
C 
'Ö ' 
U) 
I A 
(L) 
1(D 
' 
,Q 
'- 
O 
' Q. 'Q 'ý "ý 
Iý I'D ý0 
a-+ 
Q) 
m (D L) I 0) 10) 
4- 
1O 
T 1Q 1 
ý 
I ý1 1 1> 1ý I- I 1 I a) 1 (D I a) 
ý 
.= 
1ý 
I rý-. 
I 
IM 1 .ý 
1 
.ý 
lo IE c 
f w 
v+ I 
,ý ý 
0 
Ic C I 
'L 1 1 V) Iý 1ý IO I ý Iý 
1 Iý Iý 
C ý 1 
V) 
Q% 
I Cl) 
10 
Iý 
1 a 
'ý 
' CIO (ý Q) 
o 'ý 
Q) 
'ý 
t 
, ý 
1ý 
Io 
I 
1L 
Iý 
Ic 
Iý 
tL 
Iý ý 
I ++ 
ý 
,ý Z 1 
I"ý 
I co 
ý 
1C 
Io 
"Ü 
tý 
ý j4- 
ý 
4 Q 1 I 
' 
ý ý > ý ö ; U) 
ö 
ýö C ý ý ý 2 
N 
ö IQ Iý IY , 
I Q) 
O w V> ý V) 
1ý 
; ýo l0 
;" 
0 
Q) 
; 
ý IV 
4) 
IU 
o 
C 
I- 
I 
- 
Iý 
I 
1ö 
I 
1 
1- 
0 
CD I 
lö 
I 
Iý 
lö iÖ iö 
Q% 
ýÖ ;Q 
L 
Q) 
a) 
ý 1> o 
0) 
I ý IO 
ý 
Iý ý 
- ,ý 
l 
ý ,ý 
1 
C 
, "ý 
Iý 
I (ý 
I Y 
ý 
:E 
Q III 
E Q` i 
Iý ý 
1 
I ý o 
ý 
0 
1m 
m Iý 0 1ý 
ý 
ý 
I o I o 
I 
1'- 
1ý 
I 
1 
31 
IC 
IC 
IE 
IC 
IC 
IC 
I 
Iý 
Iý 
I 1IE 
E 
1 
E 
' 
ý "/ 1- m 
Io 
m 
1O 
v IQ j 
Q IU 
S 
` 
,. - L 
Iý> 1ý7 I- I- 1ý 1ý 1ý Iý I" 1ý 
Iý Iý 1 
(n I - I I 
aý 
y 
a) c 
E 
aý 
aý 
CD 
ý", O 
Vý5 
ßG 
Ný 
EL 
ý .ý 
co M 
N 
O 
O 
ý 
CV 
co 
M 
L6 
Ný 
. M ti 
ýM ýC) 
LM Mý 
W 
NÖ 
ßO 
"ý 
Mr 
r_ N CO 
m c"j e) 0. - CV 
C 
> 
ý 
C 
Q 
ý 
CL 
a cz 
c ., 
w ,. 1.1 
yas ý 
a> 4 
COy 
NGw 
N=y 
ö 9) a 
dj O 
ý 
,Qwc týO 
. b. + 
O (1) 
ta ýyx 
e 12. 
V 
L- 
1J. IJ. 
º 
N 
OD 
M 
L6 
M 
N 
M 
M 
N 
Ö 
M 
M 
N 
M 
ti 
LA 
7 
O) 
O 
ý 
CO 
co 
Major Research Project 
Appendix F: Owning One's Perspective 
I am a white British female trainee clinical psychologist in my final year of studies. I was born in the 
UK and have lived here for all of my life. I have never experienced any kind of human rights 
atrocity or any event that could be described as traumatic. Having reviewed the literature 
concerning refugee trauma, I wondered whether I was naive to think that anyone could possibly 
experience `growth' from surviving such events? I held very few expectations as to what kinds of 
responses my questions might yield and my lack of experience of directly working with refugee 
populations in a trauma setting, I hoped, would enable me to probe at a deeper level, clarifying 
with participants what they meant by their responses, instead of assuming I knew. 
I have some limited experience of working with young refugee populations, including 
unaccompanied refugee minors, in a supportive environment. Prior to beginning training as a 
clinical psychologist, I worked voluntarily with young people who were affected by HIV. The 
majority of young people accessing the Service were of black African ethnicity, many had recently 
arrived in the country having fled war, poverty and /or deprivation. During my time in this Service, I 
was privileged to get to know the young people and listened to their stories of how they came to be 
in the UK, how they felt about their HIV status and what their hopes were for the future. Many of 
the stories included incidences of trauma and loss. However, many stories also included examples 
of great courage and hope. Young people talked positively about themselves and their new 
situation. They spoke of their determination to do well in their 'host' country, achieving 
academically, making new friends, and living their life in a way they believed would make parents 
and relatives proud etc. I was very much impressed by their resiliency and strength, particularly in 
light of their continuing endurance of so much adversity - including coming to terms with a life 
threatening illness. I wondered how these young people managed to cope so well having lived 
through so much adversity. 
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Whilst training, I have been particularly influenced by theories that emphasise the powerful role of 
thoughts / interpretation (the meanings people attach to experiences) in influencing feelings and 
behaviours. Both cognitive and psychodynamic theories have explored maladaptive patterns of 
thinking, with psychodynamic theory focusing also on unconscious thought processes that may 
maintain maladaptive behaviours and mood states. These theories, understandably, have 
primarily concerned themselves with understanding pathological states. However, with the new, 
emerging field of positive psychology, understanding adaptive thoughts, feelings and behaviour 
has also been emphasised as important area of study. I am interested to understand further how, 
when experiencing very similar types of trauma, people come to react so very differently and 
explore the underlying thought processes that might be at play. 
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Appendix G: Transcribed Interview (Participant Two) 
(Page One) 
I: Some people say that having struggled with a life crisis, overcoming so many difficult 
events, that they recognises some kind of positive change following their struggle ...... but 
also recognising... that even though there might be some bits that you might feel good 
about and feel happy about, that doesn't mean that there are other bits that are still really 
difficult and distressing and upsetting. So yeah, although that... you know ... that you can 
feel good about some stuff, but still recognise that there are still a lot of obstacles that 
you're trying to overcome. But... em... yeah... But if we think back to before you came 
here, and everything that you've gone through, have you noticed any changes in the way 
that you see yourself, or.... 
P: ... emm... yeah ... 
I: What sort of changes have you noticed? 
P: I've... I've become stronger. 
I: When you think about kind of before.... em ... I don't know ... and ... how you would 
have described yourself back then... and thought ... how would you describe yourself 
now, or how do you see yourself, one thing you've said is that you see yourself as strong 
P: 
... before I wasn't determined... 
like ... 
before I couldn't see a future for me. Yeah, I 
was... I was taking every day as it came by... that was then ... since... since then now 
I've 
changed like ... now 
I have a future to look up to, like, yeah, I'm determined, I have to do 
this. I have a goal in my life... 
I: yeah, I think that's a pretty amazing thing actually... to have that. I mean what... what ... 
when did you start thinking about the future, can you think about anything that changed in 
your life, and you thought actually, right, I do have a future? What was going on? 
239 
Major Research Project 
(Page Two) 
P: OK. 
... like ... 
OK 
... 
before, like, after I'd lost my parents... yeah, I like ... because 
people used not to care ... no-one cared so ... I was like.... OK.... yeah, I had an uncle 
like, he kind of cared a little bit ... 
but he wasn't always there for me, so ... 
I: Was he in this country? 
P: No, back home. But then after I came to this country... like.... people cared a little, 
people cared about me... like here... we can help you do this ... we can help you get 
through this. Yeah, the social workers, like... em ... there was another social worker 
before (name of person) ... 
I: yeah... 
P: yeah like.... if you need anything, just call on us... 
I: yeah... and that was something that made a big difference... 
P: yeah.... 
I: and ... to me ... 
it was like I can see a future now..... 
P: yeah... 
I:... and I guess I'm thinking... was there anything else that kind of helped you ... emmm 
... it could 
be anything ... 
I don't know ... 
What was it that the social workers did, do you 
think, that was really kind of important? ... 
One thing is that they showed that they 
cared.... 
P: yeah, like, they showed me, like, though I didn't have my family... 
but life was worth 
living.... 
I: yeah 
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(Page Three) 
P: so, so when I joined college... when I went to college, I found some students 
there... OK 
... they were like... they were determined people, who were like... care so 
deep... really hard. They are... they are looking at work ... I was going ... so this girl, my 
mate, she was like... she used to talk about 'now you see when I finish college I have to 
go for this, I have to go for this' ... and I was like, yeah, maybe I could also do it.... yeah. 
I: That sounds really important actually.... actually meeting people. And had she, do you 
think, shared similar.... 
P:... yeah ... 
I:... experiences ... 
P:... yeah ... 
I:... and she was there, and she was determined... 
P:... yeah ... 
I:... and seeing someone else do it was like, well maybe, maybe I could do this too... 
P:... yeah .... 
1: ... well, that sounds good... emmm ... and when ... 
thinking about emmm ... before and 
how you are now... that the way you saw your future, that changed, that you were like ... 
well actually, I could... I could have a future, I could do things ... emmm .... 
Did anything 
else change, like in the way ... like 
in terms of the way you see people, people around you 
and others, I wonder what it was like before? 
P: Before.... before people used not to care, whether like, in my country, maybe you could 
go hungry and no-one cares whether you are hungry, or what, people were not bothered. 
Plus everyone was like looking after themselves so... but when I came to this country, 
like, yeah, people cared ... 
like the girls I live with.... someone comes and asks you ... are 
you OK today, have you had enough to eat, is everything 
OK... so.... 
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(Page Four) 
I:... and this is ... these are quite 
hard questions, I think ... probably about things you have 
not thought of before ... 
but kind of, what does that mean to you, that people here were 
able to show you that they cared? 
P: ... it means a lot to me... yeah ... it means a lot to me. 
I:... I'm just thinking as well about.... I wonder what you thought about yourself before, 
when people were saying.... when people couldn't care, when they couldn't show you they 
cared. What did that mean to you then, when they couldn't? 
P: Then I was like, people don't care, even if I died at this minute, who would bother, no- 
one would bother. I was like... (sigh) ... to 
heavy ... like ... that's why I didn't see any 
future for me ... I was like ... 
I (sigh) if I died today, no-one would be bothered... 
1: yeah... 
P:... yeah ... 
I:... it sounds like it was pretty hopeless ... 
P:... yeah ... 
I:... before ... not 
feeling, I don't know, not feeling that ... that somehow you were worth 
it 
in any way, that no-body was worth it, there was no point.... Then you came here, and 
people showed that they cared and they wanted to help.... 
P:... yeah ... 
I: I don't know, like yourself esteem.... Did anything change in terms of how you saw 
yourself? 
P: emm ... 
I thought I used to think maybe I'm worthless ... 
but ... I think 
I am worthy 
now... people would miss me if I died now.... 
I:... yeah ... 
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(Page Five) 
P:... yeah ... 
I: Have you been able to help other people do you think? 
P: yeah... 
I: yeah ... 
P: yeah, cause some like-there's some ... some girls I know... they... they are in the 
same situation as I am in, yeah, they try to call on me and tell me ... things that, yeah, I 
would go there and I could solve them, they are like, yeah, you ... very hopeful. And I feel 
good when they thank me, that someone has called me with a problem and I have been 
able to help them... 
I:... yeah ... 
P:... it makes me feel good about myself ... 
I: yeah ... yeah ... 
P:... mmmm ... 
I: and it's kind of like that, you know what affect it had on you, when somebody was there 
saying, listen, you know, you can do this, you can do that, and to be able to do the same 
P:... yeah ... 
I:... I guess it's a really important thing ... 
P: mmmmm 
I: I was wondering as well about, you know, that... that ... 
that the important thing is ... 
is 
... people 
here, that they showed you that they cared about you and that they 
did that ... by 
... 
in what ways, kind of, did they show you that 
they cared, the social services? 
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(Page Six) 
P: emm ... they call me to ask me if I'm 
OK, if everything is fine.... they make sure that I 
have to go to college... yeah, ... until 
I was in college, they made sure I was in college.... 
I: What kind of difference did college make to you? 
P: OK, before I started college, when I used to stay home, I used to just stay home and 
think and think and until myself go mad.... 
I... yeah ... 
P:... and like, oh my goodness, OK, by that time I had just come to this country and like 
... I ... I used to cry all the time, like I was like, oh my god, I don't know anyone, what's 
going to happen to me... I could cry and cry and cry... (sigh) and think so much ..... but 
when I started college, like, I was with some other people who were like ... yeah, life goes 
on... yeah, it goes on ... yeah, when 
I started college, I enjoy college... I ... I ... OK used 
to think about my.... my home, my parents house and how I lost them but not so much as 
I used to think about it before I started college, so ... 
I:... yeah ... 
P:... so it was something to keep me busy, college ... 
I: 
... and that sounds 
important, and I have heard other people say as well, that actually 
being active, getting out and doing stuff... 
P:... yeah ... 
I:... really helps, and like you say, when you were here and you were on your own ... 
P:... yeah ... 
I:... you have just time to keep thinking and thinking and thinking ... 
P:... yeah ... 
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(Page Seven) 
I: 
... and that can be really hard. And actually having that distraction, going to college.... 
P:... yeah ... 
I:... having to think about school work, and stuff like that... 
P:... yeah ... 
I: ... that... that was good. Emmm.... so social services they were good at doing that, 
getting you into college. But it seems like even, you know, what might be considered like 
not such a big thing, but actually just telephoning you and asking how are you? 
P: Yeah, it is just like, yeah... they really care... 
I: yeah ... that's really good. 
Emmm 
... I guess ... is there other ways you think social 
services really helped you, going to college, and that ... 
P:... yeah... they made me make... OK, they introduced me to other people, some other 
people, who were in the same situation as me. Some other young girls, you know, who 
are going through what I was going through... 
I: Did they organise evenings? Get-togethers? 
P: yeah, yeah.... 
I: and what kind of happened there? 
P: you meet other people, you meet other people, I could meet some other girls like from 
my country who could talk ... yeah ... you 
feel like you are not alone in the world. Here, 
there are some other people who are like you but, also have suffered more than you ... 
I: yes, I guess that's really important... 
P: ... yeah ... 
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(Page Eight) 
I:... to see other people and hear about how they are surviving and coping, yeah. ... I 
mean, the fact that you have survived and you have coped with that and you've said, you 
know, that I know now that I'm strong, is there other things that you know about yourself 
now, that you didn't know before? 
P: Like, before, I didn't believe I could do anything.... But I know I can do a lot, if I put my 
mind to something, I can do anything I set my mind to do. I can do it, so, before I was like, 
I can't do anything, there is nothing I can do, nothing. But now I know, if I try hard, I can try 
hard and get... do what ever I want to do. 
I: yeah... I mean, I wonder when you were saying as well about, when you were sat here 
and things going around and around in your mind, I mean, I know from other young people 
that I've spoken to, part of what they say is a question that keeps coming up is why did 
this happen to me? Why did this happen to my family? 
P:... yeah ... 
I:... and I wonder if, I don't know, if there was anyway you'd made sense of that. Why.... 
how come you survived? How come...? 
P:... yeah ... sometimes, so as 
like, I used to think about... and I'm like why...? How is it 
so...? Why is it only me who survived? Why did it have to be me? I should have gone and 
other people stayed. So, OK, maybe... maybe.... maybe my parents should have been 
here, they should have been the ones to survive, me, what am I to the world, nothing. But 
then... when I started going to college, I was like, yeah maybe... maybe it's a way to do 
something, to be something hopeful to the world. That's why sometimes maybe ... 
I: ... what 
do you think helped you to think in that way? I don't know... some people 
talk 
about religion... or, I don't know... 
P: not really religion, OK, a little bit of religion but when 
I met some other people, some 
other girls, what they went through ... 
I saw they were determined and ... emmmm ... 
what they went through ... 
then I was like maybe I was, that's why I was meant to 
survive... maybe I could be something to the world. 
I could be something ... that's why 
I 
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survived, maybe. Yeah, maybe I'm a strong person and God made me survive because I 
could do something for the world in return. 
I: yeah, I can imagine that's a really good thought to have, you know. emmm .... When 
you see the future, how would you like it to be? What would you like to be doing do you 
think? 
P: Yeah, if it's good, if it all I could go to Uni. I would maybe work in a hospital or 
something. Get money that would benefit some other kids... 
I: yeah.... 
P:... or people who are down... . 
1..... I mean, tell me if I'm wrong, but kind of listening to you, the other thing it's making me 
think about, is emm ... having 
been through so much, that you have this kind of wisdom 
and understanding, and just, you know, by what your saying, in the future wanting to work 
with people, wanting to help people, I guess it's like, there's not a lot I can imagine that 
you couldn't deal with now, or if someone were to come to you, that you'd be able to 
understand, do you have thoughts like that? 
P: yeah ... yeah... 
I: I guess thinking, it sounds like one of the key turning points to helping you feel better 
was kind of getting in touch with social services and then in touch presumably with 
college... 
P:... yeah ... 
I:... was there anything else apart from social services that you kind of noticed that after 
this experience that, actually, yeah, things could be better? Like, you know, college and 
stuff.... 
P:... (shakes head)..... 
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I: 
... we talked about some of those changes... what do you think was the most important 
change, do you think? What do you find the most ... about what you've found? .... 
Knowing you've survived? .... 
P:... the biggest change? 
I: The thing that's most important to you. That you found the most ... through all the 
tragedy, having come through it ...... what's the most valuable thing that you've learned? 
P:... Friends are important. 
I: and you have friends here? 
P: I have two or three friends here. They are important because when I am down, they 
cheer me up. They make see that things will be OK, they can be alright. 
I: I don't know, are you able to talk with your friends about your experiences? 
P:... yeah ... 
I: do you think that has helped? 
P: yeah, it has helped. Like, because before... like, at first I couldn't talk about what had 
happened to me and I could cry and cry. Now I do cry sometimes but ... now, 
like, I talk 
about it and I can get this off my mind, like I share it with other people and they too, so as 
well when you hear... tell you what they went through, your like ... so little ... you 
hear 
what some other people went through .... 
I:... yeah ... 
P:... some people really go through it, you know it's tough ...... 
but people survive. 
I:... they do ... 
P:... yeah .... 
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I: and I guess you know, when you first came here, were you living on your own or were 
you living with other people? 
P: I was living in shared house, again like this, a shared house... 
I:... yeah ... 
P:... yeah ... 
I:... I guess all the time, it's going around and around in your head, it's hard to kind of 
understand it in a way, I think sometimes, talking it through can ... 
P: yeah, talking it through was fine, it was not that hard, when you talk about, when you 
talk about it you come to understand it, maybe, maybe it happened for a reason. And 
when you hear other people tell you what they went through, your like, yeah, yeah, I'm not 
the only one in the world who went through what I went through because before I was 
like... oh my god, don't think there is anyone who went through what I went through. No- 
one could have gone what I went through, but then you talk to other people, yeah some 
people, they went through what I went through. 
I: yeah. It sound's to me like, I don't know, if there was another young person, that you 
knew of that was in need of help, the most important thing would be to put them in contact 
with people that had had similar experiences...? 
P: yes. 
I: So that they could talk it through? 
P: Yes. It helps to talk about it. 
I: Being active, getting... getting someone into college or school ... 
P:... yeah ... 
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I: where they can use their mind. Where they can have something to kind of distract 
themselves as well ... 
P: yeah ... yeah ... 
I:... and be around people that really care about them, genuinely interested. 
P: yeah. 
I: Is there anything else that you kind of think is really important? 
P....... (shakes head) 
... 
I: are there things that you value in yourself? We talked about being wise? Being strong? 
P: 
... emmm ... determined. 
I: being determined? 
P: yeah. 
I: and that was something you never kind of realised before and now? 
P: thinking... letting yourself think you can do anything.... to be positive all the time ... It's 
hopeful, to be positive all the time... And not to think of anything bad, you see, even if 
anything bad happens, you have to look on it as a challenge, it's happening for a good 
reason, yeah. You see the positive side of something... 
I: yeah ...... thank you, very much ...... 
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